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Another new RECOVERY ROOM is equipped with 


MOUNT CARMEL MERCY HOSPITAL IN DETROIT PREFERS HAUSTED EQUIPMENT ABOVE ALL OTHERS. 
Why? Because over the years Hausted wheel stretchers prove themselves to be the most modern, 
efficient and versatile unit available. Hausted stretchers eliminates many patient transfers and 
makes it today’s best unit for EMERGENCY and RECOVERY ROOM use. The patient without being 
transferred can be taken from receiving or surgery through complete emergency or recovery service 
and then be removed to his bed. Only Hausted’s unique design and quality construction gives the 
necessary ruggedness and mobility necessary for such an efficient application. When you are con- 
sidering new equipment for YOUR Emergency or Recovery Room consider Hausted equipment, 
it's the finest. 


HAUSTED BUILDS A STRETCHER FOR EVERY NEED AND BUDGET 


Htausted MANUFACTURING COMPANY 


MEDINA, OHIO 
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A COMPLETE LINE OF STERILE NEEDLE SUTURES OFFERING: 


GREATER STRENGTH 
BETTER HANDLING QUALITIES 


BROKEN 


NON-ABSORBABLE SUTURES» 


D&G SURGILOPE SP* 


Atraumatic’ Needle Sutures and Pre-Cut Lengths 


Faster preparation—new 
preparation time to seconds 


AR 


HROMIC 0 


D&G SURGILAF 


Standard Lengths « ATRAUMATIC® Needles 


no weakening by excessive handling, no damage to needle points 
or cutting edges - 
* Delivers more flexible sutures'—no reels to cause bends or sae 
kinks ... quickly opened as needed so suture is always fresh 
and pliant 
* Saves 331% nurse time'-faster preparation technic trees h 
for other duties 


L PRODUCTS | 


PRODUCERS OF DAVIS & GECK BRAND SUTURES AND view 
BRAND HYPODERMIC SYRINGES AND NEEDLES 
DISTRIBUTED IN CANADA BY 
CYANAMID OF CANADA LTD MONTREAL 16 PQ 


Trademark 
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4 Eliminates jars, solutions, tubes!—no dam- 
iv £ age from broken glass... individual sterile 
envelope for each needle suture...no resterili- 
wf, J lope pack eliminates kinks, reduces handling, 
‘444 provides better protection for needie and 
suture 
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DANBURY, CONNECTICUT 


THE BURDEN 


The non-narcotic analgesic with the potency of codeine 


DARVON (Dextro Propoxyphene Hydrochlo- 
ride, Lilly) is the unique analgesic which is 
equally as potent as codeine yet much better 
tolerated. Side-effects, such as nausea or con- 
stipation, are minimal. Orally effective, ‘Dar- 
von’ is valuable in any disease associated with 
pain. There is no loss in analgesic potency. 


‘Darvon’ is available in 32 and 65-mg. pulvules. 


DARVON COMPOUND (Dextro Propoxy- 
phene and Acetylsalicylic Acid Compound, 
Lilly ) further increases effectiveness by combin- 
ing the analgesic action of ‘Darvon’ with the 
antipyretic and anti-inflammatory benefits of 
‘A.S.A. Compound’ (Acetylsalicylic Acid and 
Acetophenetidin Compound, Lilly). 


Contraindications have not been reported. 


Each Pulvule ‘Darvon Compound’ provides: 


‘Darvon’ 
Acetophenetidin. . 


Caffeine 


32 mg. 
162 mg. 


Supplied in bottles of 100. 


LAGGY COMPANY 


32.4 mg. 


INDIANAPOLIS 6, INDIANA, U.S.A. 
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The problems involved in financing the hospital care of the retired aged have 
captured the concern of many in the health field. Various aspects of this prob- 
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! Putting full 200-ma power on wheels, this G-E unit 
| brings new dimensions to x-ray versatility, as shown in... 


the morning rounds 


ne TO ROOM 234. Mobile ‘'200's” full OVER TO ORTHOPEDICS. Another 
i 200-ma, 100-kvp output provides the G-E plus is flexibility in positioning. Full 
= power and x-ray controls of fixed instal- 360° vertical and horizontal tube rota- 
ee lations. Comparable film quality further tion. Vertical travel nearly 6 ft. Up to 


assured by electronic timing. 77-in. focal-spot-to-floor distance. 


IN THE CAST ROOM. Ampke storage BACK IN THE DEPARTMENT. Mo- 
space saves running back and forth for bile “200” can be used with a vertical 


more cassettes. Convenient sliding draw- cassette holder or other auxiliary facilities 
ers. Built-in circuits for easy adaptation to speed work when fixed equipment is 
to Bucky operation. tied up and schedules fall behind. 


HOSPITALS, J.A.H.A. 


DOWN TO EMERGENCY ROOM to 
radiograph an accident case. Mobile 
"200," only 79 in. high, easily clears 
standard doors. Its maneuverability makes 
it ideal for work in cramped quarters. 


IND out how the Mobile 200” can 

help you improve quality of service 
and expedite case handling. Let your 
G-E x-ray representative show you how 
the ‘200 can serve your particular 
requirements. Or write X-Ray Depatt- 
ment, General Electric Company, Mil- 


waukee 1, Wisconsin, for Pub. L-51. 
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FOLLOW-UP CHEST. Because the Mo- 
bile ‘200"’ operates from wall outlets, it 
can be used anywhere. Any adequate 230- 
volt line will do. And you can work from 
115 volts at reduced power. 


With its 90-kvp, 15-ma 
output, the economical 
Mobile “90” (at right) 
also provides “‘roll-any- 
where” x-ray’ facilities. 
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asseciation meetings 


NATIONAL HOSPITAL ASSOCIATIONS 29-September |; San Francisco (Civic 
Auditorium) 
merican Hospit iati 
pares Association (THROUGH APRIL 1959) 


1958 Annual Convention — August 


18-21; Chicago (International Am- American Protestant Hospital Associa- 
phitheatre; Palmer House) tion—January 27-30; St. Louis (Jef- 
1959 Midyear Conference of Presi- ferson Hotel) 

dents and enretennee-—-Tearury 4.5; Catholic Hospital Association—June 2) - 
Chicago (Palmer House) 26; Atlantic City, N. J. (Convention 
1959 Annual Convention — August Hall; Dennis Hotel) 

24-27; New York City (Coliseum; National Association of Methodist Hos- 
Statler Hotel) pitals and Homes—January 27-29; 
1960 Annual Convention — August St. Louis (Jefferson Hotel) 


sis On this testing machine weights indicate the degrees 
of “slippage” of various brands of needie holders. 


lach | 
e —-WECK “BULLDOG” JAWS 

SHOW HIGHEST NON-SLIP RATING! 


Above diagrams explain the action of the testing ma- 
chine at the right. Upper diagram shows how the Weck 
“Bulldog” jaw holds the needle rigidly, resisting the 
“pull” of the weight on the bar. Lower diagram shows 
how the jaws of leading competitive holders permit the 
needle to slip as indicated by the lowering of the bar. 


WECK “BULLDOG” MEANS A ONE PIECE JAW 

The serrated areas of Weck Needle Holder “Bulldog” jaws 
are hardened by a special process of forming complex car- 
bides to provide the exact hardness to resist wear, assure 
firm grip and yet not injure needles. These serrations are 
actually part of the jaws — not an insert — and are patterned 
to give the needle a tight fit in the grooves. | 

The latest in the line of Weck “Bulldog” Jaw Needle Holders 
is the sensational new “Ryder” (at right) which also boasts 
these two exclusive features: 


@ UNIFORMLY NARROW Jaws 
— less chance of bending or breaking the needle. Needle may 
be gripped at any point along the jaw — instead of former 
practice — at the very tip. 


@ SPRING-ACTION HANDLE 
The jaws open automatically as a light finger pressure releases {f 
the catch — especially efficient for those surgeons using the \\ 
increasingly popular ‘‘palm-roll” technique in suturing. 


{I} E CK 68 YEARS OF KNOWING HOW 
EDWARD WECK & CO., Inc., 135 Johnson St., Brooklyn 1, N. Y. 


Manufacturers of Surgical Instruments + Hospital Supplies + Instrument Repairing 


REGIONAL MEETINGS 
(THROUGH APRIL 1959) 


Carolinas-Virginias Hospital Conference 
—-April 16-17; Roanoke, Va. (Hotel 
Roanoke) 

Maryland-District of Columbia-Delaware 
Hospital Association——November 3-5, 
Washington (Shoreham Hotel) 

Mid-West Hospital Association —Apri! 
1-3; Kansas City, Mo. (Municipal 
Auditorium) 

Middle Atlantic Hospital Assembly 
May 21-23; Atlantic City, N. J. 
(Convention Hall) 

New England Hospital Assembly—— March 
23-25; Boston (Statler Hotel) 

Southeastern Hospital Conference — 
April 8-10; Atlanta (‘Atlanta Bilt- 
more Hotel) 

Tri-State Hospital Assembly — Apri! 
27-29; Chicago (Palmer House) 
Upper Midwest Hospital Conference 
May 1|4-1!16; Minneapolis {Minne- 
apolis Auditorium; Leamington Hotel) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH OCTOBER 1958) 


Associated Hospitals of Alberta——October 
21-23; Edmonton (Jubilee Audi- 
torium) 

British Columbia Hospital Association — 
October 28-31; Vancouver (Van- 
couver Hotel) 

California Hospital Association——October 
22-24; Santa Barbara (Biltmore and 
Miramar Hotels) 

Colorado Hospital Association —October 
9-10; Denver (Cosmopolitan Hotel) 
Connecticut Hospital Association —— June 
11; Berlin (Berlin Light and Power 
Company 

Idaho Hospital Association October 

0-21; Boise (Elks Temple) 

Indiana Hospital Association —October 
8-9; Indianapolis (Indiana University 
Medical Center Campus) 

Maine Hospital Association — June |0- 
11; Rockland (Samoset Hotel) 

Michigan Hospital Association —— June 
16-18; Mackinac Island (Grand 
Hotel) 

Mississippi Hospital Association —— Oc- 
tober 23-24; Jackson (Hotel Heidel- 
berg) 

Montana Hospital Association——Septem- 
ber 15-16; Havre 

Nebraska Hospital Association October 
23-24; Omaha 

New Jersey Hospital Association May 
21-23; Atlantic City (Convention 
Hall) 

Hospital Association of New York State 
—May 21-23; Atlantic City, N. J. 
(Hotel Claridge) 

North Carolina Hospital Association 
June 11-13; Blowing Rock (Mayview 
Manor ) 

Ontario Hospital Association October 
28; Toronto 

(Continued on page 126) 


As soon as determined, notice of your 
annual meeting at which officers are 
elected, should be mailed to the editors 
of HOSPITALS, J.A.H.A., 18 East Division 
Street, Chicago 10, Illinois. 


J.A.H.A. 
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and More Hospitals Are 
Switching to HYDRAXTORS* ... cost 


Less to Produce More...Save on Linens 


Let us show you how HYDRAXTORS save over 35% on 
extraction costs per pound per hour. Write for details today. 


3500 TOUHY AVE. © CHICAGO 45, ILL. 
(Also Maker of “HYDRAFOLDER” ... Most Advanced All-Purpose Folder) 


Highland Hospital Presbyterian Hospital Univ. of Celerade Medical Cir. 
Rochester, N.Y. Philadelphia, Pa. Denver, Colo. 
Presbyterian Hospital Salt Lake City General Hospital Oak Park Hospital 

Chicago, Ill. Salt Loke City, Utoh Ook Park, lil. 
St. Barnabas Hospital Camarillo State Hospital Evangelical Deaconess 
Minneapolis, Minn. Camarillo, Calif. Milwaukee, Wis. 
Univ. ef Oregon Medical Center St. Luke's Hospital Jackson Memorial Hospital 
Oregon Konsas City, Mo. Miomi, Fla. 


MODERN... QUIET...METHOD OF EXTRACTION! 
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How to plan a modern hospital that stays 


modern, saves money year after year. 


Start with a Systems 


Control Center by Honeywell 


In a modern hospital, 
every major control 
function—both 
mechanical and 
electrical—can now be 
supervised by a single 
Systems Control 
Center, dramatically 
improving performance 
of all operational 
equipment. 


Through years of working with archi- 
tects, consulting engineers and hospital 
administrators, Honeywell has devel- 
oped a new concept for the control of 
a hospital's operational equipment 
called the Hospital Master. 


This system enables you to: 


Reduce your operating costs by replac- 
ing legwork with cheaper, faster electri- 
cal signals and by locating all controls 
in one place for economical operation. 


Lengthen your building's life because 
this completely flexible system provides 
for future equipment to be easily in- 
stalled in the basic control network. 


Increase your building's utility because 
the flexibility of the Hospital Systems 
Control Center allows your architect- 
engineer team to be more creative in 
designing a system which exactly 
matches the needs of your building. 


Honeywell originated the Systems Con- 
trol Center and is the leading supplier 
for hospitals and all other types of com- 
mercial buildings. These Honeywell sys- 
tems are working now in many modern 
buildings throughout the country. 


Your architect and engineer can draw 
on this Honeywell experience even be- 
fore blueprints are started—can choose 
from a great variety of Honeywell 
products to design a system that will 
fit your plans best. 


A Honeywell systems specialist will be 
glad to submit proposals in cooperation 
with your architect and mechanical or 
electrical engineer at no obligation. 
This should be done at the original 
planning stage. Call the nearest Honey- 
well office or write Minneapolis- 
Honeywell, Dept. HO-5-53, Minne- 
apolis 8, Minnesota. 


Honeywell 
Control 
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Bedside Self-Service contro! center. A 
mobile bedside table incorporates: nurse-in- 
tercom, clock, telephone outlet, light dim- 
mer and controland other functions as desired. 


Electronic Air Cleaner helps keep surgery 
sterile. A Honeywell Electronic Air Cleaner 
traps microscopic particles, gives bacterial 
and viral arrestance of 90% or more. 


—_ oe 
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HOSPITAL SYSTEMS CONTROL CENTER 


Such a center can be designed by Honeywell, placing at 
the fingertips of the hospital's plant supervisory staff 
coordination of all the functions pictured and described. 


*Trademark 


Mechanical-Electrical Systems cost ac. 
counting. The superintendent has a daily 
metered record of operating cost of mechan- 
ical and’ electrical systems. He can learn 
easily if power is wasted, take steps to remedy. 
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Maintenance Crew Monitoring. No time 
lost in locating or dispatching maintenance 
ctews. Check-in buttons at various points 
about buildings and grounds operate lights 
on board, tell supervisor their location. 


Automatic Fire Detection System alerts 
the supervisor. He checks immediately on 
the danger and its location, takes appropriate 
action. This averts panic among patients. 


re 
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\ 
Light Saver uses photo-electric equipment 
to automatically operate artificial lights, sup- 
plement daylight entering large areas. This 
reduces light bills, saves time for personnel. 


central panel, the maintenance supervisor 
can spot trouble at any point in the system, 
dispatch crews before breakdowns occur 


| 


Hospital Master* Control and com- 
munication. A nurst can communicate with 
and control temperature in sterile and other 
areas where control is undesirable for occu- 
pants —surgery, OB rooms, psychiatric wards. 
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NCG man conducting inhaiation therapy lecture 
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additional man 


Many hospitals have already found that not only are they using the finest 
when they work with NCG Inhalation Equipment and Gases, but their staff 
has indeed increased. Inhalation therapy lectures, inservice instruction, and 
individual personnel training are only some of the services that the NCG 
man performs. His counsel during installation of inhalation therapy systems 
and hints toward better maintenance and operation save time and money. 

He can be of value to you. He stands ready to provide you and your 
staff with the equipment, the experience and the organization to serve you. 
better. Call him today. Your call may prove to be the most profitable move 


you have ever made. 


NATIONAL CYLINDER GAS COMPANY 
840 North Michigan Ave., Chicago 11, Illinois 
Offices in 56 Cities | 


NCG man discussing a piped oxygen system NCG man conducting private instruction 
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Koroseal gives extra service 
no exfra cost 


B.F.Goodrich products made 
with Koroseal flexible material can 
make substantial savings for hospitals. 
That's because they outlast ordinary 
products, often by years, yet cost no 
more. And products made with 
Koroseal fexible material have many 
additional advantages. For example: 
Koroseal sheeting is waterproof, 
creaseproof, resists stains and odors. 
It washes easily with soap and water 


12 


and can be autoclaved repeatedly with- 
out sticking, cracking or wearing out. 

Koroseal translucent tubing meets 
most laboratory needs. It lasts longer 
because it is not affected by oxidation, 
light or exposure to liquids or most 
chemicals. It can stand steam steriliza- 
tion and will not become brittle or 
deteriorate with age. 

Koroseal film is long-lasting, easy to 
handle. It can be mt as pillow cases, 


mattress Covers, aprons; and as wet dress- 
ing covers, made in shapes to fit foot, 


foot-and-leg, hand or hand-and-arm. 


All these B.F.Goodrich products 
made of Koroseal flexible material are 
sold by hospital supply houses and 
surgical dealers. For a catalog, a 
K oroseal sheeting swatch book or addi- 
tional information, write: Hospital and 
Surgical Supplies Dept., B.F.Goodrich 
Industrial Products Co., Akron 18, Ohio. 


Koroseal~-T. M. Reg. U. 8. Pat. OF. 


B.E G 00 d rich hospital and surgical supplies 
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intraducing He authors 


James P. Dixon, M.D., outlines eight 
dilemmas we face in search of a 
solution to financing the hospital 
| needs of the re- 
tired aged in his 
article on p. 34. 
In 1952 Doctor 
Dixon was ap- 
pointed to his 
present posi- 
tions as com- 
missioner of 
the Department 
of Public Health 
of Philadelphia 
and professor of 
preventive medicine public 
health at the University of Penn- 
sylvania, Philadelphia. 

During 1954 Doctor Dixon served 
as staff director, Task Force on 
Federal Medical Services, Com- 
mission on Organization of the 
Executive Branch of the Govern- 
ment, Washington, D. C. 

Prior to his Philadelphia post, 
Doctor Dixon served as director 
and later manager of the Depart- 
ment of Health and Hospitals, 
Denver, for four years. 

Doctor Dixon received his M.D. 
degree from Harvard University 
and his M. S. degree in hospital 
administration from Columbia 
University. 

A fellow of the American Pub- 
lic Health Association, Doctor 
Dixon holds membership in the 
American Medical Association and 
the American College of Hospital 
Administrators. 


DR. DIXON 


Wilbur J. Cohen classifies the re- 
tired aged into six major groups 
and discusses their sources of in- 
come as well as 
the approaches 
open to solving 
the problem of 
financing their 
hospital needs 
in his article on 
p. 37. He is pro- 
fessor of public 
welfare admin- 
istration at the 
School of Social 
Work, Univer- 
sity of Michigan, Ann Arbor. 


MR. COHEN 
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In addition to his university 
post, Mr. Cohen now serves as a 
member of the Committee on 


Social Research, International As- 


sociation of Gerontology; Com- 
mission on Social Policy and 
Action, National Association of 


Social Work: and the Committee 
on Welfare Policy, American Pub- 
lic Welfare Association. 

During 1956-57 Mr. Cohen 
served as consultant on aging for 
the U. S. Senate Committee on 
Labor and Public Welfare and 
chairman of the Governor of 
Michigan's Public Health Study 
Commission. 

Prior to his appointment at the 
University of Michigan, Mr. Cohen 
served as director of research and 
statistics for the Social Security 
Administration, Department of 
Health, Education, and Welfare, 
from 1953-56. He spent 17 years 
(1935-52) as technical adviser to 
the chairman of the Social Se- 
curity Board and the Commis- 
sioner for Social Security in 
charge of program development 
and legislative coordination work 
with Congress. 


Albert W. Snoke, M.D., immediate 
past president of the American 
Hospital Association, presents the 
AHA recom- 
mendations on 
financing the 
hospital needs 
of the retired 
aged his 
article on p. 41. 
During Doctor 
Snoke’s presi- 
dency the AHA 
Committee to 
Study Health 
Needs of the 
Aged considered the problem of 
the aged’s health needs and pre- 
pared a report that paved the way 
for the AHA Board of Trustees’ 
official statement on the problem 
in November of last year. 

In addition to presidency of the 
AHA, Doctor Snoke has served as 
chairman of the AHA Councils on 
Hospital Planning and Plant 
Operation, Prepayment Plans and 


DR. SNOKE 


Hospital Reimbursement, and Pro- 
fessional Practice. He now serves 
as a representative of the Ameri- 
can Hospital Association on the 
liaison committee between the 
AHA and the American Medical 
Association. 

Doctor Snoke has served in his 
present capacity as director of 
Grace-New Haven (Conn.) Com- 
munity Hospital since 1946. From 
1937-46 he was assistant director 
of Strong Memorial Hospital, 
Rochester, N. Y. 

Doctor Snoke received his M.D. 
degree from Stanford University 
Medical School. 

Doctor Snoke is a fellow of the 
American College of Hospital Ad- 
ministrators. 


Kenneth Williamson, secretary of 
the American Hospital Association 
Council on Government Relations, 
reports the 
majOr areas 
considered and 
the resultant 
findings of the 
study on the 


hospital needs 
of the retired 
aged, con- 


ducted by the 
Council's Com- 
mittee to Study 
Health Needs of 
the Aged (p. 44). Mr. Williamson 
also serves as associate director of 
the Association and director of its 
Washington Service Bureau. 

He has been associated with the 
AHA since 1943, except for four 
vears (1950-54), when he served 
as executive vice president of the 
Health Information Foundation. 
New York City. Prior to his Foun- 
dation assignment, Mr. William- 
son served the AHA as secretary 
of the Councils on Association Re- 
lations (1943-46) and Adminis- 
trative Practice (1946-49) and as 
assistant director in charge of pro- 
gram planning (1949). 

Mr. Williamson has also served 
as executive director of the Associ- 
ation of*California Hospitals and 
the Association of Western Hos- 
pitals. 
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“We've been using Otis Elevator 
= to avoid interruptions to our 


: % Our satisfaction with the excellent service provided by OTIS Elevator Maintenance 
= 7 can best be expressed by stating that we've been using it since the completion of our 


main hospital building and nurses’ home in 1925,"’ says E. E. BRYAN of VANDERBILT 
UNIVERSITY School of Medicine and Hospital. ‘‘At that time we installed five OTIS 
passenger elevators which were subsequently modernized in 1956-57. 


“An addition was erected in 1938 with three OTIS passenger and one OTIS service 

elevator. A new experimental surgery building was added in 1954 with one freight elevator. 
e - "We've watched OTIS maintain our elevators for thirty-three years, so we know from 
fs experience that they are well equipped to maintain their own installations. This isn't 


surprising when you consider the fact that today OTIS maintains over 40,000 of its 
elevators. This is a record that could be built only on widespread satisfaction.”’ 


“ENGINEERED SERVICE BY THE MAKER” 


OTIS ELEVATOR COMPANY 260 ELEVENTH AVENUE + NEW YORK 1,N.Y. 
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Maintenance since 1925 
visitor and patient services 


E. E. BRYAN 
Head of Department 
of Buildings and Grounds 


VANDERBILT UNIVERSITY 
including 
SCHOOL OF MEDICINE AND HOSPITAL 
NASHVILLE, TENNESSEE 
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Trademark of 


You'll sparkle as your dishes and sanitary standards sparkle — 
and sparklingest of all will be your cost-per-serving figures! 


Amazingly fast, fully automatic, and con- 
tinuous-racking, it’s obvious that in these 
outstanding dishwashers human supervision 
and dish handling has been reduced to an 
absolute minimum. Yet with all of their speed 
and capacity, you get performance and de- 
pendability unequaled in dishwashing his- 
tory—thanks to advanced, exclusive features 
coupled with the famed Hobart exclusive 
washing actions. 


More—you can economically select a Hobart 
Flight-Type Dishwasher geared exactly to 
your volume requirements and available 
space. Model FT-12 fresh water scraps, power 
washes and rinses—all in 12 feet of space. 


for over 60 years 


Ho b 


It’s Hobart. ..for Consolidated Planning, Purchasing and Servicing... Kitchen-Wide! 


Food, Kitchen and Dishwashing Machines 


The Model FT-26 (illustrated ) power scraps, 
power washes, power rinses and final rinses 
with additional time-for-drying. And between 
these two are many other models. Conveyor 
speeds can range from 5 to 12 ft. per minute. 


If you have a smaller operation, there are 
many other Hobart automatic or semi-auto- 
matic models to choose from. Ask the 
advice of your local Hbbart dealer. But if 
you're medium-sized and busy—or big—be 
sure to see the Hobart Flight-T ype—the 
only dishwasher built with all stainless steel 
Flight-Type conveyors. A less expensive 
conveyor with nylon flight links is available. 
The Hobart Manufacturing Co., Troy, Ohio. 


HOBART PRODUCTS 


DISHWASHERS * DISH SCRAPPERS * GLASSWASHERS 

DISPOSERS * PEELERS * MIXERS * FOOD CUTTERS 

MEAT CHOPPERS * MEAT SAWS °* TENDERIZERS 
FOOD SLICERS * COFFEE MILLS * SCALES 
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> PENNSYLVANIA INSURANCE COMMIS- 
SIONER DECIDES AGAINST BLUE CROSS 
RATE INCREASES—In an adjudication 


of three rate increase requests 
Francis R. Smith, insurance com- 
missioner of Pennsylvania, asked 
hospitals in the three Blue Cross 
Plan areas affected to bring about 
“substantial economies in hospital 
operation.”’ The adjudication listed 
the steps Blue Cross and hospitals 
must take to prevent the Blue 
Cross system from being “irre- 
parably injured.” Details p. 101. 

An abstract of the adjudication, 
considered by James E. Stuart to 
be “probably the most important 
public statement ever made on be- 
half of Blue Cross”, begins on p. 
101. Mr. Stuart, executive vice 
president, Blue Cross Association, 
briefly discussed the adjudication 
in his address at the Tri-State Hos- 
pital Assembly in Chicago last 
month. 


) THREE REGIONAL HOSPITAL ASSOCIA- 
TIONS HOLD ANNUAL MEETINGS——-Re- 
gional hospital conventions, held 
at Roanoke, Va., San Francisco, 
and Chicago, were the focal points 
for many in the hospital field last 
month. 

At the Carolinas-Virginias meeting, a 
graduated care program for han- 
dling hospital patients was de- 
scribed by M. Allen Pond, who 
read a paper prepared by Dr. Aims 
C. McGuinness, special assistant 
for health and medical affairs to 
Marion B. Folsom, secretary of 
Health, Education, and Welfare. 
(For other news of Mr. Folsom 
see next column.) . Convention 
highlights on p. 102. 

At the Association of Western Hos- 
pitals convention, Mark Berke, di- 
rector of San Francisco’s Mount 
Zion Hospital, said that, ulti- 
mately, it is the public who will 
decide what services hospitals will 
provide. Convention highlights on 
p. 103. 

At the Tri-State Hospital Assembly, 
Dr. Kenneth B. Babcock said that 
“freedom in the health field must 
never be interpreted to be free- 
dom to do as one pleases.”’ Con- 
vention highlights. on p. 104. 
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digest of NEWS 


> SERVICE AWARDS GIVEN AT TRI-STATE 
LUNCHEON—-Presentation of keys 
for meritorious service to hospi- 
tals to four persons from the tri- 
state area was one of the high- 
lights of -the annual Tri-State 
Assembly luncheon. The keys have 
been awarded annually for the 
past 10 years to one person from 
Illinois, Indiana, Wisconsin and 
Michigan. 

Recipients of the award this 
year were: Emory W. Morris, 
D.D.S., president and general di- 
rector, W. K. Kellogg Foundation, 
Battle Creek, Mich.; Martha 
O'Malley, M.D., director, Division 
Hospital and Institutional Serv- 
ices, Indiana State Board of 
Health, Indianapolis; Rev. A. H. 
Schmeuszer, administrator, Evan- 
gelical Deaconess Hospital, Mil- 
waukee, and Ralph M. Hueston, 
superintendent, Chicago Wesley 
Memorial Hospital. 


> FLEMMING NAMED TO SUCCEED FOL- 
SOM AS HEW SECRETARY—Arthur S. 
Flemming has been nominated by 
President 
Eisenhower to 
succeed Marion 
B. Folsom as 
Secretary of 


tion and Wel- 
fare. President 
Eisenhower ac- 
cepted Mr. Fol- 
som’s resigna- 
tion on May 8 
and sent Mr. 
Flemming’s nomination to the Sen- 
ate at the same time. Mr. Flem- 
ming, president of Ohio Wesleyan 
University, will probably succeed 
Mr. Folsom in late July, if con- 


MR. FLEMMING 


Worth Quoting 


Health, Educa- - 


firmed by the Senate. He had 
previously served in the federal 
government as director of the 
Office of Defense Mobilization and 


a member of the Civil Service 
Commission. 
> BLUE CROSS ANNUAL CONFERENCE 


HELD IN CHICAGO—-Among the high- 
lights of this year’s Blue Cross 
Conference were: a report on 
Blue Cross activities in 1957, a 
discussion of the spread of rate 
hearings, and an analysis of Blue 
Cross in Canada. Conference high- 
lights on p. 112. 


7 HOSPITAL PHARMACISTS CONVENE IN 
LOS ANGELES—The growing re- 
sponsibilities of the hospital phar- 
macist in promoting safer handling 
of drugs in hospitals were exam- 
ined from several viewpoints dur- 
ing the four-day annual meeting 
of the American Society of Hos- 
pital Pharmacists late last month 
in Los Angeles. The hospital phar- 
macists were one of six groups 
meeting with the American Phar- 
maceutical Association. 

Pharmacists were told how they 
can help teach student nurses 
proper drug handling procedures, 
that single unit packaging of 
medications can reduce medication 
errors and relieve a burden on the 
nursing department, and that the 
long-awaited American Hospital 
Formulary Service of the ASHP 
will be available to hospitals start- 
ing in September. 

The urgent need for state legis- 
lation that will clarify the lines of 
supervisory authority over the dis- 
pensing of drugs in hospitals, nurs- 
ing and rest homes and govern- 
ment institutions was expressed 


“. .. A hospital—any hospital, whether it be located in a community 
of 500 people or in a city of 6 million people—a hospital is basically 
a community service. As such, the costs of operating and maintaining 
that hospital are to a great degree influenced directly by the number 
and kind of services which that hospital offers to the community . . . 
and by the geographical and economic location of that hospital . . . 
—Harry Vadnie, member, lay advisory board, St. Alexius Hospital, 
Bismarck, N. Dak., at the first annual news conference of the North 
Dakota Hospital Association, Jan. 24, 1958, Fargo. 
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by pharmacy leaders speaking be- 
fore two of the other organizations 
meeting concurrently in Los An- 
geles. Details p. 108. 


> HEALTH ORGANIZATIONS ANNOUNCE 
PROGRAM FOR AGED—Better health 
care for the nation’s 14 to 15 mil- 
lion aged is the goal of a compre- 
hensive program announced May 
8 in Chicago by the Joint Council 
to Improve the Health Care of the 
Aged. 

The council’s attack on prob- 
lems of health care for the aged 
is designed to (1) increase oppor- 
tunities for older people to obtain 
voluntary health insurance cover- 
age, (2) expand health care facili- 
ties tailored to the needs of the 
aged regardless of economic status, 
and (3) develop more community 
health services for the aged. 

The program will be imple- 
mented through the council’s four 
sponsoring organizations—the 
American Dental Association, 
American Hospital Association, 
American Medical Association, 
and the American Nursing Home 
Association. 

“Member organizations of the 


Joint Council have already under- 
taken studies and work projects 
aimed at improving the health 
care of the aged,” said Dr. Edwin 
L. Crosby, director of the Ameri- 
can Hospital Association and in- 
terim secretary of the council. 

Among the many activities 
which these groups have under- 
taken or in which they have co- 
operated he listed the following: 

1. The American Hospital Asso- 
ciation, in cooperation with the 
U.S. Public Health Service, is 
conducting a conference on the 
care of patients with long-term 
illnesses. 

2. An American Medical Asso- 
ciation committee is working with 
the American Nursing Home As- 
sociation in preparing upgraded 
standards for nursing homes which 
will result in improved nursing 
home care for the aged. 

3. A national conference on 
homemaker services is being ar- 
ranged under the joint auspices of 
the Department of Health, Edu- 
cation and Welfare and 26 na- 
tional voluntary organizations, in- 
cluding the American Medical 
Association. 


» SEATTLE JUDGE PROHIBITS FATHER 
FROM VIEWING BIRTH OF CHILD—King 
County Superior Court Judge 
Henry Clay Agnew on April 21 
in a memorandum opinion refused 
to order Group Health Hospital, 
Seattle, to allow Clifford A. Stone 
to be with his wife during child- 
birth. 

Mr. Stone had asked that the 
courts force Group Health Co- 
operative of Puget Sound, of 
which he and Mrs. Stone are mem- 
bers, to allow him to witness the 
birth, contending the hospital was 
denying him his rights by refus- 
ing to let him be with Mrs. Stone 
when the baby was delivered. 

In his opinion, Judge Agnew 
stated: “‘Presuming, but not de- 
ciding, that the result requested 
by the plaintiffs would be safe for 
expectant fathers and desirable, I 
can still find no authority that 
gives a court power to regulate ob- 
stetrical practice by the use of a 
mandatory injunction. 

“The court also can find no con- 
tractual rights that the plaintiff 
husband has through his member- 
ship with the defendant coopera- 


GOAL: $500,000 
RAISED: $562,232 


Pay TO THE 


LENGTH OF CAMPAIGN: 


797 WASHINGTON ST. 
NEWTONVILLE 60, MASSACHUSETTS 


peuother Haney Vitor! 


15 weeks 


_LEOMINSTER HOSPITAL _ 


= 


= n 
March 2, 1958 


« 


Specialists in Successful Hospital Campaigns 


DECATUR 2-6020 


ON Your FuNpb-RAIsING PROBLEM 
WitHourT OBLIGATION oR EXPENSE 


for over 30 years 


CONSULTATION 
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GHANEY ASSOCIATES INC. 


equipped with heat recording 
that test temperatures rig 


cuaranteed 
sterile 
Patient-Ready dressings 


PACKAGED by 
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ADAPTIC Non-Adhering Dressing 


The only primary surgical dressing available that is 
effective on any type of surgical lesion. It conforms, 
is porous, prevents maceration. 


THE MOST TRUSTED NAME IN STERILE SURGICAL DRESSINGS 
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no other valve equals the 


PURITAN 
leakproof anesthetic-gas 


CYLINDER-VALVE... 


for 
POSITIVE SAFETY 
PURITY -PROTECTION 


EASY OPERATION AND 
ECONOMICAL USE 
OF CONTENTS 


Here are the supporting facts: 


This Puritan flush type valve is especially 


designed to dispense gases that liquefy 
under pressure... 


It is completely leakproof because the valve 


contains no packing and therefore requires no 
adjustment. This also assures complete purity since 
no packing or lubricant comes in contact with 
the contents. 


In addition, this Puritan valve opens or closes 
quickly and easily with just one complete turn. 
Users of Puritan Maid anesthetic gases thereby 
realize a more economical use of the contents. 


*K 
uritan 


COMPRESSED GAS CORPORATION 
SINCE 1913 


KANSAS CITY 8, MO. 


PRODUCERS OF MEDICAL GASES 
AND GAS THERAPY EQUIPMENT 
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ghinions and ideas 


Law in Brief 
supplies wrong injection 
Dear Sir: 

The March 1, 1958, issue of 

HOSPITALS, JOURNAL OF THE AMER- 
ICAN HOSPITAL ASSOCIATION, has an 
error in The Law in Brief section, 
p. 84, in regard to injection of a 
“barium substance” in the aorta. 
It’s my belief that 70 per cent 
urokon was used instead of a 
“barium substance.” The latter 
words are misleading if one reads 
the article and wonders “‘who used 
barium to inject into the aorta?” 
—BERNARD ROSEN, M.D., consult- 
ing radiologist, Freestone County 
Hospital, Fairfield, Tex. 
Editor’s Note: Dr. Rosen is correct. 
The patient in the case described 
Was given a barium swallow and 
subsequently an injection of so- 
dium urokon. 


Something’s missing 

in Administrative Reviews 
Dear Sir: 

The cover of the current issue of 

HOSPITALS, is labeled “Annual 


Administrative Reviews.” I also 
note that there are the “summaries 
of the 1957 literature in 24 areas 
affecting hospitals.” Following a 
thorough examination of the in- 
dex, I can find no mention of engi- 
neering. In fact, I believe every 
phase of hospital administration is 
mentioned in the index with the 
exception of engineering and 
maintenance. 

I am certain that I express the 
thoughts of at least every mem- 
ber of the Personal Membership 
Department of Hospital Engineers 
when I inquire as to where the 
engineer fits into the picture. I be- 
lieve, also, that the omission of at 
least the word “engineering” will 
only serve to confirm in the minds 
of many just what I have heard 
expressed in several institutes, that 
hospital engineers receive little or 
no recognition from too many ad- 
ministrators. 

I am particularly regretful that 
some recognition was not given to 
engineering and maintenance be- 


— 


LETTERS TO THE EDITOR 


cause of what we have been try- 
ing to do for the Personal Mem- 
bership Department. We are told 
that approximately 45 per cent of 
the cost of a new hospital will be 
under cognizance of the engineer- 
ing department. I believe the engi- 
neer is an important member of 
the administration team for other 
reasons, which I am sure are well 
known to you. 

Because of the foregoing, I 
consider that the “Annual Ad- 
ministrative Reviews” is indeed 
incomplete, and I am certain it is 
also the opinion of a great many 
hospital engineers.——-ARTHUR D. 
BARNES, superintendent, plant 
operation and construction, Me- 
morial Center for Cancer and Al- 
lied Diseases, New York City. 


Architect’s identity often 
essential to the story 

Dear Sir: 
In reading many issues of your 
well-edited and informative 
magazine, HOSPITALS, I am natu- 


THIS 1S ABOUT THE 
MOST COMPLETE 
LINE OF 
PEDIATRIC 


YES- AND (T'S THE 

PIONEER tine... 
INTRODUCED ALMOST 

TEN YEARS AGO. 


SOLUTIONS 
I'VE EVER SEEN. ( 


BAXTER LABORATORIES, INC. 


91...98...98 DIFFERENT SOLUTIONS 
ALL IN PEDIATRIC- SIZE 
BOTTLES, pus SPECIALIZED 
SETS For EvERY PURPOSE. 


Morton Grove, Illinois 
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rally interested in articles and il- 
lustrations pertaining to hospital 
buildings and design. I have noted 
that frequently the identity of the 
architect is omitted, even though 
this is essential information that 
I think is part of the story and 
the news. 

The article on rehabilitation in 
the March 16, 1958 issue describ- 
ing Friend Memorial Pavilion at 
Michael Reese Hospital, Chicago, 
is what impels me to write you 
since in this instance my firm is the 
architect. 

I would like to suggest that it 
be your policy to give architect’s 
names with articles illustrating or 
describing their work whether or 
not the architect is an AHA mem- 
ber, but particularly if he is.— 
NORMAN J. SCHLOSSMAN, Loebl, 
Schlossman and Bennett, Archi- 
tects-Engineers. 


Wool blankets 


and infectious diseases 


Dear Sir: 

We have made hospital blankets 
in our mill for a good many years, 
and have furnished them to both 
large and small hospitals from 
coast to coast. We have also fur- 
nished thousands and thousands of 


blankets to the U. S. Medical 
Corps. These blankets have been 
made largely of wool. 

In no instance have we ever 
heard of a single case of “spread 
of disease’’ on account of the use 
of wool blankets. 

We think that -the article on 
page 22 of your January 12 issue, 
suggesting the elimination of the 
use of wool blankets is not sensi- 
ble and we feel that a suggestion 
of this kind appearing in your 
publication is extremely unfortu- 
nate because you are making a 
serious charge against wool blan- 
kets, and we think an unfounded 
charge.—FRANK B. KLOPELL, 
Horner Woolen Mills Company, 
Eaton Rapids, Mich. 

Editor's Note: The item to which Mr. 
Klopell refers was in the “Service 
from Headquarters” section of the 
January 16 number of our Journal 
and was based on a paper which 


appeared in the Aug. 31, 1957, 
number. of the British Medical 
Journal. 


Sonnet salute to ‘singer, 
storyteller J. H. Hayes 


Dear Sir: 
Enclosed is a little rhyme which 
I modestly (?) thought you might 


print in your excellent journal. I 
have never met John Hayes but 
have long admired and enjoyed 
the products of his pen. He has 


surely been a “singer” for the 
hospital chorus, and on seeing him 
saluted [also see HOSPITALS, 
J.A.H.A., Aug. 16, 1957] I sat my- 
self down and dashed off the son- 
net as my own little tribute. 


SONNET TO A SINGER 
Dedicated to John H. Hayes 
The years have found you standing for the 
right, 
Articulate and rational—speaking true— 
Well chosen words and deeds of mercy, too, 
Have given you great stature in our sight. 
Keen able stalwart soldier in the fight, 
Our world has been improved because of 
you; 
Our work aid outlook is the better, too, 
To have your laughter and your shining light. 


Yes, we are proud to greet you--John H. 
Hayes— 
Though thousands of us know you but by 
name, 
We're pleased when you're awarded well- 
earned praise. 
Knowing you'll not be changed by fleeting 
fome. 
Your roots have spread for all to shore ond 
see 
We relish fruits and blossoms from your tree. 
— JAMES F. COLLINS, M.D. medical 
director, Cambridge (Mass.) City 


Hospital. 


speaKine OF BOTTLES, AREN'T 
THESE THE HANDIEST EVER 7 


= GRADUATIONS ON BOTH 
LABEL AND BOTTLE mae 
IT EASY TO CHECK FLUID LEVELS —| go 
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AND witH THESE THUMB AND " 
FINGER GRIPS, THEY'RE 


THE SAFEST BOTTLES i've 
EVER HANDLED / No WONDER 
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VvicCKesson AQUALORS 


Just remove door on top. Then wash the coils with 
hose or large volume of water! 


Don't worry! Large-diameter drains 
| mean quick removal of wash-water. 


A great convenience to service personnel. 


Only McKesson Aqualors have this feature! 


100% HUMIDITY MAINTAINED 
: BY THIS MODEL 1150! 


Nebulizer is located in bellows-tube 
connection. Easily removed by service 
personnel. 

STANDARD AQUALOR (Model 


1155) is identical to Model 1150, ex- 
cept for High-Humidity feature. 


Lighted 
Control Panel 


| note oxygen flowmeter 
», (center), temperature and 
ventilation controls (left 
and right), oxygen con- 
trols (bottom). 


write for McKesson 
“ ! U A L 0 R Aqualor Brochure! 


OXYGEN TENTS 


McKESSON APPLIANCE COMPANY * TOLEDO 10, OHIO 
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READY FOR INSTANT USE 


WITHOUT PROCESSING OR AUTOCLAVING 
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Saves time, labor and nuisance—no delays for 
processing and autoclaving, no problem of trying 
to anticipate and process in advance the sizes that 
may be needed. No waits at time of emergency! 
Saves money —climinates the costly steps of 
processing and sterilizing—gives a known fixed 
catheter cost. 

Convenient—simplifies the catheter inventory 
control problem for Central Supply. Requisitions 
can be filled at once —the right size catheter, casy 
to open, sterile, ready for instant use. 


Write for illustrated brochure | 


BARD. tnC. > SUMMIT, N.d 


BARDEX FOLEY CATHETER 


| 


TERIL 


Reedy tor Use — No Autoctaving Requires 


Oper Package Directed 


$8) 
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accneditation 


KENNETH B. BABCOCK, M.D. 


Must the disease index and the 
operation index on patients kept by 
the medical record librarian be kept 
separate or may they be combined? 


Disease and operation indexes 
should never be combined. They 
must be kept separately. Diseases 
need not be cross-indexed. A 
simple index is enough but the 
two indexes of disease and opera- 
tion must not and should not be 
combined. 


In Bulletin No. 16 of the Joint 
Commission the statement is made: 
“There shall be a systematic record 
of diets, correlated with the medical 
records.”” What is implied? 


Diet prescriptions on a chart 
should be as instructive, accurate 


Mnoblems 


and complete as possible. For ex- 
ample, if a diabetic diet is ordered, 
the exact amount of carbohydrate, 
protein and fat should be noted. 

If the services of a dietitian are 
available, she should be allowed 
access to the chart and to the pa- 
tient for instruction. Chart should 
contain notes as to whether diet 
was well tolerated, acceptable and 
consumed. If there is no dietitian, 
the nurses’ notes should contain 
the above information, 

We are all striving for higher 
quality care and the dietitian and 
her department are essential mem- 
bers of the hospital team in giving 
that care. Their work should and 
must be correlated and integrated 
with the patient "and the patient's 
chart. 
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MEMO TO: Hospital Administrators 


Here is a working tool that belongs in every nursing 
station, pantry floor, purchasing, stores and all other 
requisitioning departments. 


SAVE THOUSANDS OF DOLLARS YEARLY 
with this NEW PURCHASING SYSTEM! 


STOCK-A-LOG 


Standardizes Purchasing, Stocking, Distributing—Controls In- 
ventory—Makes requisitioning easier—Ffiexible and adaptable 
to your requirements! 

Classified for Household Supplies—Medica!l Supplies—Station- 
ery—Printed Forms—Wearing Apparel and Linens—Laboratory 
Supplies—Food Supplies—Chemicals . . . with complete easy- 
to-follow instructions for setting up the money-saving Stock- 
A-Log System for your institution. 


Perfected by Murray Schnee, 
Purchasing Executive of 
Montifiore Hospital, N.Y.C. 


ORDER YOUR 


SCIENTIFIC SUPPLY CORP., 


TRIAL COPY Dept. HH, 808 Broadway, New York 3, . 
TODAY! Please send... copies of STOCK-A-LOG. 
Single Copy ....-.-- meee [] Check Enclosed Bill Us 
IN GOLD! 


@ disease and operation indexes 
@ recording diet information 


@ medical staffs of state 
or federal hospitals 


@ setting up a physical therapy 
department 


How would the Joint Commission 
evaluate the medical staff organiza- 
tion, rules, regulations and bylaws of 
state or federal hospitals with fixed 
staffs? These institutions usually op- 
erate under regulations and policies set 
up by legislative bodies and appointed 
boards, Are not these suitable substi- 
tutes for regulations, bylaws, etc., of 
a medical board? 


Yes—most assuredly as far as 
they go. Under no circumstances 
would the commissioners of the 
Joint Commission contravene any 
state or federal regulation. 

The Joint Commission is an 
honorary organization and must be 
voluntarily requested for its serv- 
ices. As an honorary, voluntary 
organization, the Joint Commis- 
sion has the right to write its own 
rules and regulations. 

Governmental hospitals have 
their own rules and regulations, 
but where the Joint Commission’s 
rules exceed or are not in the offi- 
cial rules of the agency, govern- 
mental hospitals will write them 
as extracurricular rules in order 
to be accredited. For example, no 
federal hospital requires a tissue 
committee. We do. Each federal 
hospital, therefore, should, in ad- 
dition to its federal regulations, 
put in an additional one locally 
to create such a committee. 


Our hospital is contemplating set- 
ting up a department of physical 
therapy. What does the Joint Com- 
mission expect from such a depart- 
ment? 


We expect a definite, adequate 
area set aside in the hospital to 
contain the department. The de- 
partment should: be headed by a 
physiatrist, or if one is not obtain- 
able, the department head should 

(Continued on page 126) 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 660 N. Rush St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his stoff. 
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Enthusiastically received at Tri-State Assembly 


ELECTRIC HOSPITAL BED 


The bed with 
8 distinct 
motorizing actions 


4 


Patient's push button control adjusts bed to Lowest mattress height 21'2"'. Side rails are By simply releasing 2 latches, side rails are 
any desired position. Vertical range of 15” conveniently raised from beneath mattress stored under mattress panels, permitting full 
permits mattress height to 36/2". panels. working cleorance for nursing personnel. 


» + 


Hand-controlled motorized foot panel easily Simplified steel construction permits easy ac- Special, easy-to-clean, 3-piece mattress panels 
achieves Trendelenburg position. cess to housing which contains all electrical eliminate need for bed boards. 
mechanism. 


We invite your inquiry 


AMERICAN METAL PRODUCTS COMPANY 


DETROIT 4 mictican 
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Around-the-clock an) in nurses’ time assured 
with American push Sutton patient's control 
ar 


The Electromatic Bed 


GLIDES EFFORTLESSLY 
INTO ANY LOCKED 
POSITION AT 
FINGER-TIP PRESSURE 


— BY EITHER PATIENT ORNURSE 


NOW — an entirely new bed for convenience, utility and 

patient comfort... the last word in time-saving. This safe and 
efficient RELAX-A-BED cuts down unnecessary trips to the 
patient’s room or bed unit. Each patient has close access to the 
electromatic controls. A fixed position is maintained by 

simply disconnecting plug from wall socket. 


Fully approved by the Underwriters Laboratories as safe for use with 


oxygen; two completely enclosed motors do the entire work. 


Perfect for convalescence at home. 


Complete information is available — write for literature 20 


Relax-A-Bed cov. 


*Reg. Trade Mark 22 East 58th Street e New York 22, N.Y. e PLaza 1-0070 
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GUDEBROD NON-ABSORBABLE SUTURES 


since 1870 


with complete packaging 


non- 
with all sutures 
absorbable 


@ Surgeons used Gudebrod silk as suturing material back 
in 1870. 


@ In 1899 Gudebrod made the first silk sutures especially 
for surgical use. 


@ Gudebrod then applied their years of experience to cotton 
and in 1940 brought out the first cotton sutures. 

@ For positive identification by color, Gudebrod produced 
in 1953 the first cotton sutures. 

@ A year later, in 1954, Gudebrod advanced by making the 
first silk sutures. 

@ In 1956 came the Cerethermic* finish ...a new standard 
in strength, smoothness and ease of handling. 


@ And in 1957, the first all-dry Mintraumatic” suture was 
introduced. 


WHETHER IT’S SILK, COTTON OR NYLON, WHATEVER SUTURE FIBER YOU PREFER, IN WHAT- 
EVER PACKAGING BEST SUITS YOUR NEEDS, GUDEBROD HAS IT... CHAMPION ... TOP QUALITY. 


(Gude rod BROS. SILK CO., INC. 


Surgical Division: 225 West 34th St., New York 1, N, Y, 


Executive Offices: 12 South 12th St., Phila. 7, Pa. 


CHICAGO « BOSTON « LOS ANGELES 
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Conversion Unit... 

While primarily developed as an alternate 

base for the standard 1080 Table, the 

ElecDraulic unit is readily adaptable to 

other Amsco Major Surgical Tables. 
Conversion of existing equipment, 

(1080 or 1070), is simple and fully 

practical .. . to provide height adjustment 

from 27 to 45 inches and the convenience 

of sensitive, accurate power elevations. 

(The 1080 Table with conventional hydraulic 

base is still supplied as standard.) 


Offices in 14 Principal Cities 
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THE AMERICAN 1080-E 


DrRawtc” 


~_ 


SURGICAL OPERATING TABLE 


UNDERWRITERS’ LABORATORIES 
APPROVED FOR CLASS 1, 
GROUP C AREAS 


The Amsco 1080-E ElecDraulic Base adds the ease and 
convenience of a power lift to all other time-tested 
features of the standard 1080 Operating Table. 

By eliminating the only act ever requiring more than 
minimum physical effort, the ElecDraulic Base adds the 
ultimate in Head End Control. At the touch of a pedal, 
the dependable, explosion-proof, electrical system powers 
a smooth hydraulic lift through its full 27 to 45 inch 
height range. The anesthetist need never stand or change 
position to raise even the heaviest patient. Thus during 
cystoscopy, for example, successive height changes during 
the progress of surgery are wholly practical. 


Write for complete information— Bulletin TC-295. 


AMERICAN 


STERILIZER 


| Erie 6* Pennsylvania 
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service rem headquarters 


ing homes. A Committee on Nurs- 


Selecting kitchen equipment 


We are planning a kitchen to serve 
a 1000-bed hospital. We would ap- 
preciate your advice as to the size of 
equipment we would need and if there 
is any special equipment for newer 
methods of cooking which we might 
need, 


The planning of a new kitchen 
or remodeling an old one certainly 
raises many problems. The size 
and type of equipment that is in- 
stalled depends on several factors, 
namely: 

1. type of menu to be served to 
both patients and personnel, such 
as selective or nonselective. 

2. whether or not patients are 
permitted to order foods not in- 
cluded on the menu. 

3. whether or not guest trays 
be served. 

4. the frequency and elaborate- 
ness of party catering to staff and 
outside organizations. 

5. the type of tray service 
planned — centralized, decentral- 
ized or a modification of one or the 
other. 

The answers to the above ques- 
tions will be the deciding factor 
as to the size of the equipment to 
be installed. 

Many institutions today are 
buying almost all fruits and vege- 
tables frozen. Therefore, there will 
be the need for more freezer space 
and less refrigerator space. 

The allocation of refrigerator 
space will depend upon whether 
you purchase prefabricated meats 
and portion cut meats, or carcass 
meat. 

In a hospital of your size it is 
also considered good practice to 
have a rotary oven in the cooks’ 
unit to replace the old range oven. 

M, KAHN 


Care of long-term ill 


We would appreciate being informed 
of any studies or activities of the 
American Hospital Association regard- 
ing nursing home operations. 


The American Hospital Associa- 
tion has long been interested in 
assisting nursing homes to improve 
the care of their patients. Since 
1951 informal meetings have been 
held with representatives of nurs- 
The enewers to these questions should not be con- 


strved as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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ing Home Relationships of the 
Council on Association Services 
was established in 1953 and has 
met several times during the past 
four years. This committee has 
also met jointly with representa- 
tives of the American Nursing 
Home Association and the Ameri- 
can Medical Association to discuss 
mutual problems and _ relation- 
ships. The most recent such meet- 
ing was held in February, 1958. 
(The activities of this committee 
were transferred in 1957 to the 
Committee on Chronic Llness of 
the Council on Professional Prac- 
tice. 

Although there is not now a 
listing or membership program for 
nursing homes and similar long- 
term facilities in the AHA, the 
Committee on Chronic Illness has 
this question under study and will 
make recommendations in the near 
future. Plans are also being de- 
veloped for a permanent liaison 
committee with the American 
Nursing Home Association. 

An invitational Conference on 
the Care of Patients with Long- 
Term Illness sponsored jointly by 
the American Hospital Association 
and the Public Health Service will 
be held in May. A small group of 
persons who have particular ex- 
perience in the care of long-term 
patients have been invited toattend 
the conference and to give us the 
benefit of their knowledge and 
experience. The primary objective 
of the conference is to delineate 
the role of the AHA in promoting 
sound programs for the care of 
long-term patients in hospitals and 
related facilities. The Committee 
on Chronic Illness is conducting 
this conference, and will be re- 
sponsible for reporting on the con- 
clusions and recommendations. It 
is expected that this report will 
include specific recommendations 
concerning relationships between 
hospitals and nursing homes in the 
states and communities. 

We are confident that from these 
various activities a positive pro- 
gram for the American Hospital 
Association and the state and local 
associations with regard to nursing 


homes will evolve in the near 
future.-—HELEN D. MCGUIRE 
Convention inquiries 

Our hospital has received hotel 
reservation forms for the American 
Hospital Association convention. Is 
there any deadline for returning 
these? 

We are also planning a luncheon 
for alumni of our hospital adminis- 
tration course during the convention 
week, What is the proper procedure? 

Have any details of the convention 
program been announced? 


Hotel reservation forms for the 
60th annual convention of the 
AHA—August 18-21 in Chicago— 
were mailed far enough in advance 
to give members an opportunity 
to obtain their first preference 
regarding the hotel and type of 
accommodation. Chicago hotels are 
usually solidly booked weeks be- 
fore an event the size of the As- 
sociation convention. While there 
is no established deadline for re- 
turning the forms, the earlier they 
are returned the more likely you 
will obtain your first preference. 

The AHA Convention Office, 18 
East Division St., Chicago 10, 
should be informed of plans for 
functions to be held during con- 
vention, such as breakfasts, lunch- 
eons and special meetings, as early 
as possible so the event may be 
scheduled and space reserved. 

Program details will be pub- 
lished in the July 16 issue of 
this Journal, A general assembly 
speaker, Joseph N. Welch, well- 
known Boston lawyer, has already 
been announced. The convention 
agenda will include, in addition to 
general assemblies, instructional 
conferences, management sympo- 
sia film sessions and an “It Worked 
For Us” session. Some of the con- 
vention highlights will be the 
dedication of the AHA’s new 
headquarters building, currently 
under construction; Trustee Day, 
Wednesday, August 20; and the 
presentation of the Distinguished 
Service Award to John N. Hatfield, 
administrator of Chicago’s Pas- 
savant Memorial Hospital, at the 
banquet on Wednesday, August 
20.—EDMOND J. LANIGAN 
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now...at your disposal a new line of B-D products 


To meet a growing demand for economical, safe disposables, B-D 


cA 
is introducing its line of iy products. This equipment— 


designed for one-time-use—affords many distinct advantages. 
git 
af 


sf 
true disposability 7 products are limited to 
one-time-use...added safety « greater convenience 


iT 
p products are ready for immediate use e 


ist | 
assured economy y% proaucts are reasonably 


priced...costly, time-consuming handling is 
eliminateds+ superior quality y7 products offer 


guaranteed performance...complete depend- 


ability is conferred by the rigid standards of B-D 


Control. *B-D anda Vn trademarks of Becton, Dickinson and Company 


BECTON, DICKINSON AND COMPANY «+ AUTHERFORD, NEW sensey |B-D 


BARREL 


STERILE 
DISPOSABLE 
SYRINGE-NEEDLE 
COMBINATION 


e all-glass barrel...the material proved safe 
by time and use 

e@ no solvent action...even after extensive, 
prolonged contact with parenteral fluid 


e sterile, pyrogen-free, nontoxic... 
B-D Controlled from top to tip 


@ new, sharper needle point for one-time 
use...greater patient comfort 


BECTON, DICKINSON AND COMPANY 


B-D RUTHERFORD, NEW JERSEY 
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8.0. HYPAK. AND DISCARDIT ARE TRADEMARKS OF BECTON. DICKINSON AND COMPANY 
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HYPAK 
Ii 


for 


Newly born 
the Newborn 


Recent clinical reports (J.A.M.A. 164:1331, July 20, 1957) have stressed 
the adequacy of low doses of water-soluble vitamin K analogs for infants 
and especially the undesirability of excess dosage in prematures. So you 
will be glad to know of these two new dosage forms of Synkayvite: 
Ampuls, 1 cc, 1 mg, boxes of 12 and 100 
Ampuls, 4 cc, 2.5 mg, boxes of 12 and 100 


Still available are these familiar forms: 


Ampuls, 1 cc, 5 mg, boxes of 6, 25 and 100 

Ampuls, | cc, 10 mg, boxes of 6, 25 and 100 

Ampuls, 2 cc, 75 mg, boxes of 6 and 25 
Synkayvite administered routinely to the mother before delivery, or to the 
infant, is valuable, low-cost insurance against neonatal hemorrhage. 
Synkayvite similarly protects surgical patients — especially tonsillectomy 
and biliary tract cases — from the hazards of lowered prothrombin levels. 
Synkayvite is now available in convenient, color-break ampuls providing a 
full range of choice in dosage, according to the needs of prematures, full- 
term infants, older children and adults. 


Rocue Laporatories * Division of Hoffmann-La Roche Inc * Nutley 10 « N. J. 


SYNKAYVITE 


SYNKAYVITE® BRAND OF MENADIOL SODIUM DIPHOSPHATE U.S. P. 


HOSPITALS, J.A.H.A. 


by 
7 
32 


S 


JOURNAL OF THE AMERICAN MOSPITAL ASSOC! ATION 


9 
* 


editorial notes 


—after hours pharmacy service 


fam DILEMMA of how to provide 
emergency pharmaceutical 
service during the time the staff 
pharmacist is off duty and still 
provide maximum protection for 
patients and hospital personnel 
alike is one that faces every hos- 
pital. There are as well serious 
legal implications. 

Many systems for providing 
pharmacy service outside normal 
pharmacy hours have been de- 
scribed. Two such methods —a 
night emergency pharmacy room 
and an emergency drug cabinet— 
are described and pictured in a 
special group of articles on “after 
hours” pharmacy service begin- 
ning on page 54. 


—the antivivisectionists again 


HE ANTIVIVISECTIONISTS are a 

dogged group. Like the 
Phoenix, they rise again and again 
from the ashes of defeat. 

They are now attempting to fly 
on the wings of a bill introduced 
into the U. S. House of Repre- 
sentatives by Rep. Usher L. Bur- 
dick, of North Dakota. The bill 
prohibits interstate shipments of 
any dog or cat for medical or other 
scientific experimentation, provid- 
ing fine and imprisonment for any 
transgressor. 

The bill sidesteps the frontal 
attack but, if passed, would still 
hobble not only medical research 
but such vitally important tests 
as standardization of drugs such 
as digitalis. This bill is funda- 
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mentally no different than the 
whole sorry string of its prede- 
cessors. If enacted, it would. do 
serious harm not only to the future 
of medical care but also to the 


present. 
It has been referred to the 
House Committee on Interstate 


‘and Foreign Commerce. We trust 


that Chairman Oren Harris will 
provide prompt and permanent in- 
terment for it. 


—key issues in Congress 


FE SESSION of the 85th Con- 
hel is now moving into the 
real action stages. 

Many issues of interest to hos- 
pitals will be decided. There will 
be some on which final action will 
be deferred. For example, although 
hearings on the Forand bill for the 
health care of the aged may be 
held this month, definitive ac- 
tion is considered quite unlikely 
this session. 

Here are some of the key items 
and the Association’s position on 
each: 

The Community Facilities Act 
is an antirecession measure pro- 
viding a billion-dollar fund for 
long-term, low-interest loans. As 
originally drawn, private, non- 
profit hospitals would not have 
been eligible to get such loans. 
However, an amendment was 
passed by the Senate including 
private, nonprofit hospitals in the 
list of eligible institutions and 
providing that no hospital loan 
could be made without reference 


to the Hill-Burton planning. The 
a 


Association heartily endorses this 
amendment. 

Funds for the continuation of 
the program for medical care of 
dependents of uniformed service- 
men will be up for vote. There is 
considerable agitation to remove 
the “free choice” provision where- 
in the dependent could choose to 
be cared for in his own community 
hospital. Elimination of this pro- 
vision would be, for many reasons, 
most unfortunate and the Associa- 
tion will urge its retention. 

Hill-Burton funds have been 
voted by the House but the As- 
sociation hopes that the Senate 
will appropriate a greater amount 
and will, among other things, 
meet the need for modernization 
and renovation of existing facili- 
ties. 

A proposal to increase the fed- 
eral matching funds for the so- 
called categorical recipients of 
public assistance (the blind, de- 
pendent children, etc.) has been 
introduced by Rep. Eugene Mc- 
Carthy (D-Minn.). The Associa- 
tion supports this proposal, 


—the rate rise plague 


HAT HOSPITAL payroll costs 

have been rising and that hos- 
pital rates have been rising cor- 
respondingly will hardly come as 
a surprise to any hospital execu- 
tive. 

The problem has been brought 
into bold relief again, however, 
by some recent happenings in New 
Jersey, 

A New Jersey Hospital Associa- 
tion report concerning 92 general 
short-term New Jersey hospitals 
showed that salaries and wages 
represented 65.3 per cent of their 
total expenses in 1954. By the next 
year the figure had grown to 65.4 
per cent of total expenses and in 
1956 the figure was 66.1 per cent. 

For hospitals, continuing edu- 
cation of the public on the eco- 
nomic facts of hospital life may 
not be a total solution, but it is 
bound to ease the public relations 
burden of hospitals. 
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FINANCING THE HOSPITAL NEEDS OF THE RETIRED AGED: 


A SPECIAL DISCUSSION 


NY DISCUSSION concerning ways 
A of meeting the health needs 
of older people must necessarily 
start with certain assumptions. In 
my consideration of this subject, 
I start with two assumptions. 

First, that as people grow older, 
they require an increasing quan- 
tity of health services and have 
decreasing financial resources to 
provide such services. 

Second, that part of the set of 
our culture is to regard the provi- 
sion of adequate health services 
as a social responsibility. 

The problem of financing health 


James P. Dixon, M.D., is commissioner, 
Department of Public Health, Phila- 
delphia. 
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by JAMES P. DIXON, M.D. 


services to needy people is veiled 
by eight dilemmas. 


The first of these dilemmas is 
the dilemma of the hospital. 


In their historical development, 
hospitals have sought to meet the 
medical needs of all people. It has 
become axiomatic that a hospital 
should not turn away any person 
in need of its services because of 
his race, creed, color, or financial 
circumstance. 

We are sharply aware, however, 
of a steady increase in the cost of 
hospital services and a steady in- 
crease of utilization of hospital 
services by the community. Be- 
cause of the unavailability of ade- 


quate funds, many hospitals have 
been forced to modify their opti- 
mum social practice and limit the 
provision of free care lest they 
be faced with bankruptcy. 

Just as our own welfare con- 
cepts in this country have their 
roots in Elizabethan Poor Law 
with an established concept that 
need is to be met by the most 
local unit of government, so also 
the voluntary hospital over the 
centuries has tried, as an inde- 
pendent unit, to individually meet 
the need for services to needy 
persons. But the single hospital 
appears to be much too small a 
unit to operate its own social in- 
surance program. Yet it is reluc- 
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tant to depart from the concept of 
individual agency autonomy. 

The medical staff is an integral 
part of a hospital and, clearly, the 
hospital organization must serve 
the needs of its medical staff. 
There is, at present, considerable 
apparent difference of opinion as 
to how the hospital care for older 
people should be financed. There 
is a tendency on the part of medi- 
cine to depreciate the existence 
of the need for such _ services. 
Medicine as.a whole has a strong 
set against the use of the national 
social insurance mechanism. Should 
hospitals favor the use of social 
insurance, here is an obvious area 
of conflict between hospital and 
medical staff. Only a reasonable 
amount of such conflict can be 
tolerated if the hospital is to con- 
tinue to perform its social func- 
tion. 

Hospitals are also 
about the problems of government 
controls, which are _ introduced 
into hospital affairs when tax 
funds are used to support hos- 
pital care. While there tends to be 
an opinion in the hospital field 
that only the tax resource is ade- 
quate to meet the needs of the 
medically indigent, we have not 
yet worked out universally ac- 
ceptable mechanisms for the use 
of tax money. It is axiomatic, of 
course, that program control tends 
to flow along the lines of financial 
support. Hospitals, quite properly, 
do not wish to be subjected to 
excessive internal control by gov- 
ernment, either in terms of their 
admission policy, or in terms of 
the standards and type of service 
which they render. 


concerned 


The second of our eight dilem- 
mas is that facing the Blue Cross 
movement. 


Blue Cross has developed its 
many programs of voluntary pre- 
payment, keeping in mind to a 
considerable degree the social as 
well as the economic functions 
which prepayment performs. As 
an example, Blue Cross has, as a 
matter of policy, felt that it should 
not cancel Blue Cross coverage 
for older people. It also recognized, 
however, that older people cannot 
bear the premium load necessary 
to pay for the cost of their care. 
These decisions have forced Blue 
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Cross to accept a community rat- 
ing principle in its pricing policy. 

Community rating is a sound 
principle of social insurance. It 
places Blue Cross in the position 
of making decisions on the basis 
of social insurance while it is at 
the same time competing against 
private insurance carriers for 
group-rated risks. This is a kind 
of voluntary socialism, and it is 
not clear whether either individual 
subscribers or employers, on be- 
half of employees, will permit the 
continued expansion of the com- 
munity rating principle on a 
voluntary basis. Nor is it clear 
whether the Blue Cross movement 
can under present policy continue 
to meet indefinitely the competi- 
tion of commercial insurance. 

Blue Cross is caught in the triple 
crossfire of wishing to meet its 
social obligations, maintaining a 
competitive pricing structure, and 
satisfying the heavy economic de- 
mands of hospitals. There is a 
continuing tendency to require 
that all third-party payers, 
whether they be Blue Cross or 
government, should pay hospitals 
for the cost of services to bene- 
ficiaries. Hospital costs show al- 
most uncontrollable tendencies to 
rise. It becomes almost necessary 
in such a situation that Blue Cross, 
as a payer itself, have some de- 
vice for the control of cost of 
service to its Such 
devices are not happily accepted 
by hospitals. 


subscribers. 


Commercial insurance also has 
its dilemma, the third of the 
eight, in meeting the needs of 
older people. 


The basic problem here relates 
to the high utilization of hospital 
services for persons over 65 which 
causes the development of signifi- 
cant loss ratios in this. group. 
Commercial insurance does not 
have the same social motivation 
as is espoused by the Blue Cross 
movement and quite 
cannot afford to take excessive 
losses on any particular age group 
at risk. These facts lead often te 
the necessity of cancellation of 
such insurance to older people. 
The cancellation, of course, then 
leaves older people without in- 
surance protection and often with- 


obviously 


out adequate resource to meet 


hospital bills. 


Organized labor has the fourth 
dilemma. 


We have seen an increasing 
tendency at the collective bar- 
gaining table to bargain for health 
and welfare benefits. Much of or- 
ganized labor has expressed con- 
viction concerning the need for a 
national health insurance program. 
To the extent that this is true. 
organized labor would tend to 
favor a national social insurance 
device to meet the hospital needs 
of persons over 65. 

The demands for support of 
health services at the collective 
bargaining table tend to be most 
intense for services to the em- 
ployed worker. These are tangible 
needs in the present. It would ap- 
pear to be more difficult to bargain 
for similar benefits to workers 
after retirement, not only because 
these are less tangible and pre- 
dictable, but also because our 
mobility as a population, and the 
multiplicity of the benefits avail- 
able in the existing voluntary in- 
surance plans, would make it 
difficult to guarantee a minimum 
standard of benefits for the retiree. 


The fifth dilemma is made up 
of the problems facing physi- 
cians as they think about financ- 
ing health needs of older per- 
sons. 


Medicine, as a whole, adheres to 
the philosophy that the best gov- 
ernment is the least government. 
As a consequence, any introduction 
of government into medical affairs 
is looked at askance. 

Medicine, too, holds strongly to 
a concept of individual résponsi- 
bility. At the heart of the entire 
practice of both preventive and 
therapeutic medicine is the philos- 
ophy that the individual himself 
is the person most concerned and 
responsible for his own health. 

There are significant strains in 
the relationships between physi- 
clans and hospitals and a quiet 
battle is raging over these rela- 
tionships. Does the hospital have 
a social role which is significantly 
greater than the arithmetic sum 
of the services required by pa- 
tients admitted to it by its medical 
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staff? Hospitals tend to think so. 
Physicians tend to be reluctant 
to accept a role of social planning 
on the part of hospitals. 

There is a widespread belief in 
medicine that the only proper way 
to determine the economic eligi- 
bility of individuals for health 
services, whether they be old or 
young, is by the application of 
the “means test.’”’ This raises in 
the minds of many physicians a 
concern as to whether pauperiza- 
tion is a proper antecedent to the 
provision of adequate hospital 
services for older people. Then too, 
physicians share with hospitals 
the concern about an increased 
government control of standards. 

Finally, it must be recognized 
that there is an important eco- 
nomic interdependency between 
the practice of medicine and the 
provision of hospital services. I 
suppose no one knows what pro- 
portion of income of physicians is 
derived as a result of the provision 
of services in hospitals. Certainly 
for many medical specialties, such 
as surgery, the percentage would 
be very high. A_ physician is 
naturally concerned about the 
methods which would be used to 
purchase medical care for older 
people if a national social insur- 
ance mechanism were used to 
purchase hospital care. 

Because all of us honestly wish 
to see that no older person in need 
of hospital services is denied it be- 
cause of economic support, we are 
all, in one sense or another, wel- 
fare planners. Government has as- 
sumed, on behalf of all of us, an 
increased welfare planning re- 
sponsibility. 


Welfare planners have their 
dilemmas. 


Many of us strongly believe 
that the principle of social insur- 
ance, with contributions made 
during the employed lifetime, is 
the most equitable and practical 
method of providing health serv- 
ices for older persons. At the same 
time, we have a strong belief in 
the voluntary way of life and an 
inherent tendency to dislike all 
forms of compulsion. 

It seems likely that no com- 
munity guarantee of availability 
of hospital services can be made 
unless there are some compulsions 
applied. The welfare planner won- 
ders where these compulsions can 
be applied. Should it be applied 
by depending on voluntary con- 
tributory devices, or involuntary 
social security mechanisms? 
Should all underwriters of hospi- 
tal insurance, whether voluntary 
or commercial, be required to use 
the community rating principle? 
Should such underwriters be de- 
nied the privilege of cancelling 
their contracts? If simply 
stands by and waits, will the 
voluntary effort close the gap in 
the provision of services to older 
people? 


The next in our series of dilem- 
mas is the political dilemma. 


The elderly person has joined 
children and dogs as the special 
object of legislative affection. The 
politician astutely recognizes that 
the political influence of the el- 
derly group is increasing steadily. 
The numbers of the older age 
group are growing and, of course, 
each elderly person often has an 
influence, and a significant one at 
that, on sons and daughters and 
grandsons and granddaughters, all 
in their turn members of the 
electorate. 


... and this is for you 


To acquaint patients with the hospital and its patients, Kent County 
Memorial Hospital in Warwick, R. |., provides each patient with a kit 
of informational and useful materials. 

Attractively packaged in a ‘bright green folder, the kit includes 
stationery, envelopes, postal cards and pen inscribed with the hos- 
pital’s name for the patient’s personal use. There is also a question- 
naire for evaluation of care and service received, which the patient 
is invited to complete and return to the hospital. 

Other items in the kit are the hospital's annual report, a patient's 
handbook, visitor's brochure and leaflet on hospital costs. s 
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It is far from impossible that 
the final decision will be based on 
political motivations. The politi- 
clan may respond to the political 
urgency of enacting programs for 
older people, even though there 
may not be agreement between 
physicians, hospitals, prepayment 
groups and welfare planners as 
to what kind of programs would 
be most acceptable. 


Finally, of course, there is the 
dilemma of the oldster himself. 


If he is to be covered by any 
planned program, he wishes this 
program to go with him wherever 
he goes. He wishes the benefits 
to be the same no matter where 
he may choose to live. Older peo- 
ple have a considerable fear of 
dependency. 

Is it proper social planning that 
we should require older people 
to use not only their current assets, 
but also their capital assets. to 
purchase needed health services” 

Is it proper in a society that in 
itself sharply restricts the oppor- 
tunities to store up assets for re- 
tirement, to require a “means 
test” for the health services to the 
aged? What is to be the priority 
upon an older person’s assets for 
needed medical care services as 
against food, shelter, clothing and 
recreation? 

Taken altogether, these repre- 
sent some of the issues with which 
our broad community is faced in 
grappling with the problem of 
financing health needs for older 
people. In a practical sense, the 
choice seems to be between a con- 
tinuation of a voluntary system— 
although the system will need to 
be drastically modified if it is to 
support locally all services which 
people believe they need—or the 
acceptance of the fact that, in 
matters of social insurance, gov- 
ernment is the agent of the people 
and does provide a proper and 
dignified mechanism by which 
people may contribute during their 
early years to the health needs of 
their older years. 

This second approach is fraught 
with all the concerns of govern- 
ment control. Certainly hospitals 
play a central role in this decision. 


_At no time in the past have they 


ever been called upon to par- 
ticipate in such a crucial social 
decision. 
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FINANCING THE HOSPITAL NEEDS OF THE RETIRED AGED: 


\ SPECIAL DISCUSSION 


The economic status 


‘of the aged population 


HE NET TOTAL of aged persons 

65 and over is increasing by 
more than 1000 each and every 
day. 

This means the number of living 
aged persons is increasing by one 
million every three years. 

There are 15 million. persons 
age 65 and over today in the 
United States. Both their number 
and their proportion of the total 
population is increasing. 

Six major groups among the 
aged can be identified, although 
there is some overlapping and 
some Omissions in any such simpli- 
fied classification: 


1. The grovp working full-time or 
drawing substantial income from self- 
employment or executive or profes- 
sional services. 

This group's income is, on the whole, 
reasonably adequate. They enjoy a double 
income tax exemption and some retire- 
ment income exemption from income 
tax. They may heave savings, insurance, 
and own their own homes, or hove 
substantial equities in their own homes. 
Of the 4.2 million persons age 65 who 
worked in 1956, only about half worked 
more than 26 weeks in the year at full 
time jobs.* These 2.3 million persons, 


Wilbur J. Cohen is professor of public 
welfare administration, University of 
Michigan, Ann Arbor. 


*During 1956, 1,903,000 persons aged 65 
and over worked part-time or intermit- 
tently during the year, out of the 4,182,000 
who worked during the course of the year. 
The proportion working part-time or in- 
termittently was 40 per cent of all men 
and 60 per cent of all women 65 and over 
with work experience in 1956. Work Ez- 
erience of the Population in 1956, Current 
opulation Reports, Labor Force, Series 
P-50, No. 77, ovember 1957, Bureau of 
the Census, Department of Commerce. 
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plus their wives, represent about one- 
third of the total number of the aged. 
The average income of this group is 
relatively high and most likely will rise 
with increased incomes of the general 
population. 

2. The group of aged persons who 
could work somewhat more and earn 
somewhat more if the opportunities 
were available. This is not as large a 
group as is commonly believed, because 
of the health status of the present aged. 
in June 1957 only 3,260,000 of the 
aged were working. 

3. The grovp of retired persons with 
social security ond a private pension 
and frequently with some minor em- 
ployment and other investment income. 
There are 8 million persons age 65 and 
over now drawing social security. 

4. The sick or disabled aged with 
modest incomes inadequate to meet 
their heavy medical costs in addition to 
their regular maintenance costs. 

5. The elderly widow who has very 
little income—some receiving insur- 
ance, others assistance, and still others 
living with their children. Many hove 
no regular retirement or pension income. 

6. The 2 million persons on old age 
assistance who are not drawng Old Age, 
Survivors, and Disability § insurance. 
{About 500,000 additional draw both 
benefits. ) : 


Several other groups among the 
aged could be identified for vari- 
ous purposes, such as the institu- 
tionalized aged, or single men, or 
the aged living with relatives or 
on farms. The above classification, 
however, aims to give some insight 
into the priorities which should 


be considered with respect to im- 
proving the income of the aged. 
Thus, proposals to repeal or 
greatly liberalize the retirement 
test would only aid those who 
were employed, primarily the 
minority of the aged consisting of 
those in groups one, two and three. 
The increased cost would not re- 
sult in any increased income for 
any of the other groups. 

On the other hand, increasing 
the cash benefit payments a mod- 
est amount will not meet the 
heavy medical costs of those in 
groups four or six. 

Our major policy question is, 
can we tailor-make our policies 
so that we will give priority to 
those groups among the aged who 
require attention most urgently? 

The average money income from 
all sources (public and private) 


of the nonworking aged person 
was probably around $1300 in 
1954. I have suggested, as an 


objective for discussion, a 25 per 
cent increase in their average total 
income (public and private) by 
1960 and a 50 per cent increase 
by 1956.* This would involve in- 
increased income from savings, 
private pension plans, and social 
security. As an immediate step, 
it has been suggested that there 
be an increase of approximately 
10 per cent in OASDI benefits and 


*Average benefits and average increases 
are used here only as a simple and con- 
venient method of dealing with a complex 
problem involving income distribution. It 
should also be noted that there will be 
some increase in average income due to 
the broader coverage and increased bene- 
fits provided by the 1954 and 1956 amend- 
ments to the OASI program 
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a roughly comparable increase in 
the federal matching maximum in 
old age assistance from $60 to $66. 

Vendor payments for all medical 
care for all public assistance re- 
cipients now exceeds $300 million 
annually, of which 55 per cent is 
for aged persons. 

My estimates indicate that ven- 
dor payments will reach approxi- 
mately $500 million by 1960, or 
thereabouts, of which approxi- 
mately $275 million will be for 
aged persons. 

Six million persons are now re- 
ceiving public .assistance, repre- 
senting 3.4 per cent of the total 
population. During the course of a 
year, about 7.5 million persons 
receive some kind of assistance. 

Last year, total expenditures for 
public assistance were about $3 
billion, or about three-quarters 
of one per cent of the gross na- 
tional product. 

Medical care expenditures are 
a growing factor in public assist- 
ance costs. 


INCOME SOURCES FOR THE AGED 


The slow downward trend in 
the labor force participation rate 
of aged men appears to be con- 


‘tinuing. In June 1957, it is esti- 


mated, fewer than 4.2 million 
persons aged 65 and over received 
cash income from employment 
either as earners or as wives of 
earners. A large proportion of 
the earners worked part-time or 
intermittently, and consequently 
many of them were also drawing 
retirement benefits. 

The year ending June 30, 1957, 
saw a net increase of more than 
1.2 million in the number of per- 
sons 65 and over receiving old- 
age and survivors insurance bene- 
fits. Since the total number of 
aged persons in the United States 
is estimated to have increased by 
only about 350,000 during this 
time, the proportion of the aged 
benefitting under the program in- 
creased almost one-sixth to 52 per 
cent. 

In addition to the 7.8 million 
persons 65 and over in current 
payment status in mid 1957, an- 
other 1.8 million were eligible for 
but not receiving benefits. Thus, 
the number protected was ap- 
proaching two-thirds of the entire 
population aged 65 and over— 
more than three-fourths of the 
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men and more than half of the 
women. 

More than 2.2 million aged per- 
sons received benefits under the 
retirement programs for railroad 
workers and government em- 
ployees, the pension and compen- 
sation programs for veterans, or 
the unemployment compensation 
program. Certainly more than 
one-fifth, but possibly a very much 
larger proportion of these persons 
were also old-age and survivors 
insurance beneficiaries. 

Despite the phenomenal growth 
in the old-age, survivors, and dis- 
ability insurance program, public 
assistance in mid 1957 still pro- 
vided the main support for close 
to 2 million aged persons—two- 
thirds of them women—and sup- 
plementation for about 570,000 
old-age and survivors insurance 
beneficiaries whose needs (as 
measured by state public assist- 
ance standards) exceeded their 
income. 

Taken together, persons receiv- 
ing income under one or both of 
the social security income-mainte- 
nance programs — old-age, sur- 
vivors, and disability insurance 
and public assistance—accounted 
for almost two-thirds of all the 
aged. The proportion was only 
slightly higher for men than for 
women, although men were much 
more likely than women to receive 
insurance benefits. 

Field work has been 
started by the Social Security 
Administration on a cross-section 
sample survey of the resources of 
old-age and survivors insurance 
beneficiaries on the rolls in De- 
cember 1956. This study will 
provide the needed data on the 
proportion of aged beneficiaries 
with earnings and/or income from 
each of the other public income- 
maintenance programs at the end 
of the survey year. In addition, 
it will yield useful information on 
the amount of income received 
in 1957 from such sources, from 
private pensions, and from private 
investments and the amount of 
contributions from relatives and 
friends. As soon as the appropriate 
data from this study are available, 
it should be possible to revise and 
continue the series of estimates 
on income sources of the aged 
published semiannually by the 
Social Security Administration. 


At the present time hospitals . 
are caught in a tight squeeze. On 
the one hand, they have long been 
considered as community non- 
profit organizations of a service 
character and have, thereby, been 
endowed with a _ special status 
under the tax laws. To keep their . 
heads above water they increas- 
ingly have had to require poten- 
tial patients to be able to pay 
before being admitted. They insist 
on being paid by someone for all 
service rendered, There is wide- 
spread recognition of the difficulty 
of receiving sufficient endowments, 
community chest contributions, 
and payments from public agen- 
cies for the indigent to fully cover 
the costs of hospital service for 
those who do not or cannot pay 
the full cost. The dilemma with 
which hospitals are faced is (1) 
to refuse to admit those who do 
not pay their full cost, or (2) 
require someone to pay the full 
cost on their behalf, or (3) spread 
the cost of those who cannot pay 
over those who can or are “will-. 
to pay. 

In recent years the extent to 
which public agencies are paying 
the cost for the needy and the 
medically indigent has increased. 
The federal Congress—by amend- 
ments in 1950, 1956, and 1957— 
has provided federal funds to the 
states for paying medical costs of 
the needy and the medically in- 
digent. Each state, however, may 
decide for itself how much money 
it wishes to put up and how much 
it will pay for care. In many 
states, the public agency pays only 
part of the full hospitalization 
costs of the needy. While payment 
of the full cost is in the interest 
of good service, nevertheless it 
may be wise to be realistic and 
recognize that all hospitals are not 
likely to be reimbursed for full 
costs for all the needy and the 
indigent in the forseeable future. 

As standards and costs increase, 
it is likely that more persons will 
become eligible for hospital care 
as needy or medically indigent 
persons. Hence, the financial prob- 
lems faced by hospitals are likely 
to become greater rather than less, 
as time goes on. 


OTHER APPROACHES 


One way, of course, to increase 
the proportion of patients who pay 
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their full cost, is by increasing 
the proportion of the population 
covered by hospital insurance. 
Voluntary insurance has increased 
rapidly in recent years and is still 
growing. Various studies, how- 
ever, indicate that it will not be 
possible to achieve 100 per cent 
coverage by voluntary methods. 
This has raised very far-reaching 
policy questions for discussion. 

Another approach is to continue 
to try to extend voluntary insur- 
ance as far as it will go-and then 
leave hospitals with the burden of 
finding the funds to meet their 
deficits. Inevitably, this would 
mean raising per diem costs to 
cover those who do not or cannot 
pay their full cost. This means 
further resistance by the Blue 
Cross participant, the patient, and 
the community. 

A third approach is to find 
additional sources of funds from 
the Community Chest, the local, 
state or federal governments, or 
from someone else, The sponsors 
of the Forand bill argue that the 
only long-run solution to this diffi- 
cult problem is to adapt the well- 
tested social insurance method to 
cover the Hospital costs of a. large 
group of people who, today, are 
not insured under voluntary plans 
and who cannot otherwise pay the 
full costs of their care. 


MANY WITHOUT HOSPITAL INSURANCE 

Approximately 60 per cent of 
all aged persons do not have hos- 
pital insurance today. Moreover, 
it is very unlikely that voluntary 
insurance could result in more 
than 50 or 60 per cent of the re- 
tired aged being insured on the 
present voluntary basis. Unless 
premium costs are sharply re- 
duced, or employers pay the full 
costs, -or some similar develop- 
ment occurs, it appears likely that 
there will be a substantial propor- 
tion of the aged without hospital 
insurance. As long as this persists, 
there will be both a financial and 
a community public relations 
problem for hospitals. 

Viewed from the standpoint of 
Blue Cross plans, the increase in 
voluntary coverage of the aged 
inevitably must result in an in- 
crease in costs or a limitation on 
the service rendered to the aged, 
or both, Since hospitalization for 
the aged costs substantially more 
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than the average cost for all other 
groups, the more aged who be- 


come insured, the greater the 
financial problem for the Blue 
Cross plan. Rates must go up 


faster and farther and each rate 
increase brings forth controversy 
in the press and investigations 
which have not been helpful to 
the public standing of hospitals 
or Blue Cross plans. 

In this cross-fire of vexing diffi- 
culties, hospitak and Blue Cross 
plans are searching for a solution. 
But there is no easy solution to 
these problems. Nor do the spon- 
sors of the Forand bill claim they 
a painless solution. They 
that hospitals need a 


have 
point out 


income for 
those who might not otherwise be 


regular, guaranteed 
able to pay full hospital costs. 
They wish to maintain the free, 
independent status of hospitals. 
They also want everyone who 
needs hospital care to get it with- 
out having to worry about the 
costs at the time they need the 
hospitalization. 


COMPULSORY SOCIAL INSURANCE 


One key to the solution, in 
the opinion of many people, lies in 
the controversial issue of utiliz- 
ing the resources of public re- 
sponsibility to require employers, 
employees and the self-employed 
to contribute toward the payment 


These Volunteers are 


Ready to Answer the Call 


The area served by Warren Hospital, Phillipsburg, N. J., has 15 
volunteer emergency and first aid squads to serve residents. 

The volunteers take a basic first aid course and serve a period 
of probation before becoming full-fledged members of the various 
squads. Each squad is responsible for securing and keeping its 
equipment and supplies in first class condition. 

To give these squads a more adequate grounding in first aid treat- 
ment during disasters, Warren Hospital last spring sponsored an ad- 
vanced first aid seminar in conjunction with the 1 3th District of the New 
Jersey First Aid Council. More than 150 men and women attended 
the meetings on six consecutive Monday evenings at the home of the 
Stewartsville Fire and Emergency Squad. 

The hospital furnished the doctors to lecture on various specialties, 
the projector for showing filmstrips and slides, and the refreshments 


after each meeting. 


The first meeting was devoted primarily to administrative coordina- 
tion of squads in a large scale disaster. A film on civil defense was 


also shown. 


Topics of discussion at subsequent meetings included the handling, 
transportation and care of fractures and amputations; and the care, 
treatment and transportation of burns, bleeding, shock patients, car- 
diac and asthmatic patients, vomiting, oxygen administration and 
related medical emergencies, obstetrical and eye cases, head injuries, 
psychotics and chest injuries. In each case “care and treatment” 
refer to the care and treatment rendered to a sick or injured patient 
before and during the trip to the hospital. 

An official card was given to all who attended at least four of the 
meetings. Nearly everyone who signed up officially for the course 
qualified for the card.—RAYMOND W. STEM, administrator, Warren 


Hospital, Phillipsburg, N. J. 
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of their hospital costs when they 
retire. This compulsory contribu- 
tion is attacked on the grounds 
that it is inconsistent with the 
American way of life which is 
based on “voluntarism.” 

No responsible individual or 
group in the United States believes 
in compulsion for its own sake. 
People are required, however, to 
stop on a red light rather than go 
through whenever they want to 
do so. Stop lights do limit freedom. 
Most people feel that such a limi- 
tation on their freedom also pre- 
serves freedom for a longer period 
of time. Compulsory laws can 
enhance freedom at the same time 
they restrict it. 

There have been compulsory 
employer contributions in the 
United States for hospital care of 
workmen injured in work-con- 
nected accidents, It has been de- 
cided and accepted for several 
generations now that compulsory 
contributions were necessary for 
this purpose. And there is no re- 
sponsible employer or union or 
public official who has asked that 
these laws be repealed. 

Taking a realistic appraisal of 
the situation, Congress decided in 
1935 that allowing individuals to 
decide for themselves whether or 
not they wished to save for their 
old age was too big a risk. The 
social and political repercussions 
of such choice were declared to be 
too great for a democratic society. 
So compulsory contributions for 
old age insurance were adopted. 
In the same year, compulsory em- 
ployer contributions for unem- 
ployment insurance were adopted. 

Congress extended the compul- 
sory contribution to cover life 
insurance in 1939. The survivors 
insurance benefits in the social 
security program are monthly life 
insurance to provide protection 
when the  bread-winner  dlies. 
Today, of all the life insurance in 
the United States, about one-half 
of the total protection is private, 
the other half is public, through 
the social security and similar 
public programs. Life insurance 
companies have commended the 
social security program for stimu- 
lating the sale of private life in- 
surance. 

After a very vigorous contro- 
versy, Congress extended compul- 
sory contributions in 1956 to cover 
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the risk of permanent total dis- 
ability insurance. The American 
Medical Association, the insurance 
companies, the U. S. Chamber. of 
Commerce, and the National As- 
sociation of Manufacturers all 
opposed it. But Congress eventu- 
ally enacted it over their opposi- 
tion and President Eisenhower 
approved the bill. The realistic 
necessity for insuring individuals, 
families, and society against the 
economic hazards resulting from 
disability overcame the under- 
standable reluctance to require 
individuals and employers to con- 
tribute. 

In the United States today, we 
have compulsory contributions on 
a nation-wide basis for five risks: 
workmen’s compensation, old age, 
life insurance, disability insurance 
and unemployment: The issue 
now is shall we add a sixth— 
compulsory contributions for hos- 
pitalization of aged persons. There 
is a matter of principle which must 
be decided, as well as a pragmatic 
decision as to whether the way 
things are going will be tolerated 
by the growing number of retired 
persons living on reduced incomes. 


BLUE CROSS, HOSPITAL PROBLEMS 


The number and proportion of 
the aged in the population is in- 
creasing. Medical costs have been 
rising, particularly hospital costs. 
There is every indication that all 
three of these factors will con- 
tinue to increase. 

Last year all medical costs in 
the United States averaged $100 
for every man, woman and child 
in the nation. 

Hospital room rates have in- 
creased 71.2 per cent from 1948 
to 1956, while all medical care 
costs increased 31.7 per cent. 

Private expenditures for hospi- 
tal services have increased from 
1 per cent of per capita disposable 
income in 1948 to 1.16 per cent 
in 1952, 1.33 per cent in 1954, and 
1.43 per cent in 1956—a 44 per 
cent increase from 1948. 

Public and private expenditures 
for hospital care in 1955, in all 
general and special, short and 
long-term hospitals was $4.3 bil- 
lion, of which 26.6 per cent came 
from tax sources. If mental and 
tuberculosis hospitals are _ in- 
cluded, the total expenditures 
reach $6 billion, and the portion 


coming from tax sources, 43.8 per 
cent. From these figures, it can 
be seen that the issue is not 
whether tax funds shall be used to 
finance hospital care but in what 
manner and to what extent. 

In recent years Blue Cross non- 
profit plans have been declining 
relative to commercial insurance 
carriers in the proportion of the 
premium income earned for hos- 
pitalization services. In 1949, the 
Blue Cross nonprofit plans re- 
ceived 51 per cent of all premium 
income earned for voluntary hos- 
pital insurance protection while 
the commercial carriers received 
29 per cent. In 1956, the nonprofit 
plans received only 44 per cent 
while the commercial carriers re- 
ceived 50 per cent. (The remain- 
ing 6 per cent was received by 
other community or consumer 
sponsored plans. ) 

Unless some new factor inter- 
venes, it appears that Blue Cross 
will continue to decline in terms 
of the share of the total voluntary 
hospital insurance coverage’ it 
handles. 

RATE INCREASES MAJOR PROBLEM 

A major problem facing hospi- 
tals, the Blue Cross plans and 
communities, is the fact that, as 
hospital costs rise, the premiums 
for hospital insurance must rise. 
This engenders, in many cases, 
violent public arguments, criticism 
of Blue Cross financial policies and 
accounting procedures, and ap- 
peals for the denial of permission 
for: rate increases. 

Coupled with this problem is the 
conflict between Blue Cross and 
private insurance plans in the 
method of determining premium 
charges. Blue Cross uses the “com- 
munity-rating’” method which 
fixes at an average rate the cost 
for all participants in the plan. 
Private commercial insurance car- 
riers use the “experience rating” 
method by which lower rates are 
charged groups with more favor- 
able experience, and those groups 
with higher cost experience are 
left to Blue Cross or are uninsured. 

The result is a tendency for the 
private insurance carriers to han- 
dle the lower cost groups and for 
Blue Cross to handle the higher 
cost groups. Inevitably, one of the 
issues which may result from this 

(Continued on page 126) 


HOSPITALS, J.A.H.A. 


| 


FINANCING THE HOSPITAL NEEDS OF THE RETIRED AGED: 


A SPECIAL 


NE OF THE most complex, con- 
fusing, challenging and chang- 
ing problems in the health field 
today is the health care of the 
aging—that group of the adult 
population which is least able to 
care for itself without assistance. 
In this area, we, in the American 
Hospital Association are concerned 
primarily with the financing of 
the hospital care for these senior 
citizens. In 1955, a policy was 
established, through the usual pat- 
tern of committee to council to 
Board of Trustees to House of 
Delegates of the American Hos- 
pital Association, by which it was 
suggested that financing hospitali- 
zation of the aged take the form of 
a grant-in-aid program to the var- 
ious states from the federal gov- 
ernment. This policy has had 
singularly little acceptance over 
the ensuing period of time and 
doubts are strong as to the wis- 
dom or practicality of it in view 
of the present political and socio- 
economic situation. 
Albert W. -Snoke, M.D., is director, 
Grace-New Haven (Conn.) Community 


Hospital, and immediate past president of 
the American Hospital Association. 
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of the American 


Hospital Association 


by ALBERT W. SNOKE, M.D. 


Any change by the AHA of such 
a policy must go through the same 
channels as did the original policy. 
The Board of Trustees realized 
some time ago that such change 
should be seriously considered. 
As a result, a special committee 
of the Council on Government Re- 
lations has been considering this 
for more than a year. Specific 
recommendations have been pre- 
sented by this special committee 
to the Council on Government 
Relations and have been for- 
warded through the Council on 
Government Relations to the Co- 
ordinating Council and reviewed 
by the Board of Trustees. As a 
result of all this deliberation, a 
statement was issued on Nov. 27 
by the Board of Trustees and has 
been distributed widely to the 
membership. 


BOARD OF TRUSTEE'S STATEMENT 


I believe it is important for the 
background of our discussion that 
I give at least the summary of the 
statement prepared by the Board 
of Trustees of the Association. The 
points are as follows: 


1. The American Hospital As- 
sociation is convinced that retired 
aged persons face a pressing prob- 
lem in financing their hospital 
care. 

2. It believes that federal legis- 
lation will be necessary to solve 
the problem satisfactorily. It has, 
however, serious misgivings with 
respect to the use of compulsory 
health insurance for financing 
hospital care even for the retired 
aged. 

3. It believes that all solutions 
must be vigorously explored, in- 
cluding methods by which the 
dangers inherent in the social 
security approach can be avoided. 

4. It believes that the use of 
social security to provide the 
mechanism to assist in the solution 
of the problem of financing the 
hospital needs of the retired aged 
may be necessary’ ultimately. 
However, it believes that every 
realistic effort should first be made 
to meet these needs promptly 
through other mechanisms utiliz- 
Ing existing systems of voluntary 
prepayment. 

This is the formal position of 
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the AHA at this time. Now the 
question comes down to where do 
we go from here? 

As an officer of the Association, 
I cannot officially go beyond the 
formal statements I have just 
presented as developed by the 
Board of Trustees and approved 
by it. I would like, however, to 
discuss the problems that we all 
face in light of the current state- 
ment presented by the Board of 
Trustees as it is necessary that 
we all plan together as to the 
future implementation of our 
present policy and the future de- 
velopment of any new policy. 

If we are to intelligently assess 
what is our situation today and 
what we want to do in the future, 
we should be certain that we are 
familiar with the current facts. 

There is little question but that 
there is a problem today of financ- 
ing health care of the aged. This 
problem is increasing in magni- 
tude and there is no evidence that 
it is going to be decreasing. Un- 
fortunately, there is considerable 
emotion and misunderstanding as- 
sociated with this basic analysis 
of facts. For example, there are 
many of our respected colleagues 
who deny that much of a problem 
exists. I believe that we must 
accept the fact that there is a 
problem. 

I am not sure, however, there 
is any compelling evidence that 
there is such an emergency or a 
dramatic sense of urgency in the 
existing problems so that it is 
necessary that a complete solution 
must be found tomorrow or within 
this coming year. Recognizing that 
whatever program is developed 
must take months or years to im- 
plement completely, I am not con- 
vinced that we do not have time to 
calmly consider various alterna- 
tives. However, I think it must be 
emphasized again and again that 
this problem of financing health 
care of the aged cannot be ig- 
nored and cannot be dismissed. 

There can be no question but 
that Blue Cross is supplying part 
ef the answer to the financing of 
the hospitalization of the aged 
today. Blue Cross makes avail- 
able a continuing of hospital in- 
surance after retirement for an 
appreciable number of individuals. 
However, there is a question as 
to what must be the amount of the 
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premium that is charged to the 
retired aged. Is industry or the 
individual willing to pay an addi- 
tional charge during the working 


period so that it is not necessary . 


to make an unduly high premium 
for the insured upon retirement? 
Furthermore, we must admit that 
Blue Cross covers only a fraction 
of the population. 

Commercial insurance as com- 
pared to Blue Cross also covers 
a substantial proportion of the 
employed population. However, 
commercial insurance does not 
cover the retired aged to the same 
extent as Blue Cross. From the 
facts that have been presented to 
us, I do not see how we can con- 
clude anything but that at the 
present time, voluntary prepay- 
ment insurance is not meeting the 
need of financing the health care 
of the aged in a substantial fash- 
ion, But can it do so in the future? 

We must also recognize that 
political and social pressures are 
increasing. The demand is greater 
and greater that adequate provi- 
sion be made to meet the problem 
of the aged. We find the evidence 
of this pressure from local welfare 
agencies, unions, and from many 
hospitals which are finding that 
their accounts’ receivable are 
mounting and that an unduly high 
percentage of the unpaid accounts 
are from the aged. The Forand 
bill is now a specific example of 
this political and social pressure. 

The Forand bill has stimulated 
a hornet’s nest of discussions, con- 
ferences, passing of resolutions and 
counter-resolutions, editorials, etc., 
etc. We know that. the American 
Medical Association is_ strongly 
opposed to the Forand bill and all 
that it stands for. Medical staffs 
and boards of trustees of hospitals 
have become involved in _ this 
through letters, personal contacts, 
etc., and the American Hospital 
Association has been subjected to 
strong pressure to endorse, to 
modify or to oppose the Forand 
bill. This will increase, not lessen. 

What are our alternatives as 
representatives and leaders of hos- 
pitals in this country? 

One possibility is to ignore the 
problem or prove that it doesn’t 
exist. I submit that this is unreal- 
istic and impossible. 

The second alternative is to sup- 
port the Forand bill, or a modifica- 


tion, with utilization of the social 
security mechanism for financing 
the hospital care of the aged. 

The third alternative is total 
opposition to the Forand bill or 
any modification of it. 

The fourth alternative is to pre- 
sent a realistic satisfactory sub- 
stitute. 

As I have outlined above, the 
question comes down to what 
should we as the American Hos- 
pital Association do? What should 
we as members and representa- 
tives of members do to implement 
the recommendations or the state- 
ment of the Board of Trustees of 
November, 1957 to which I have 
already referred? 

I have the following sugges- 
tions: 

We must recognize the problem 
and demonstrate evidence of sin- 
cerety in working toward a satis- 
factory solution. 

We should establish the urgency 
or the lack of urgency so that a 
sensible view can be taken as to 
the necessity of immediate action. 
Is this a problem that must be 
solved within the next few months 
or are we in a situation where we 
can calmly and adequately review 
and select from various possi- 
bilities? 

We should explore dispassion- 
ately the implications of the mech- 
anism of social security for solving 
this problem. In this regard, I 
think it is extremely important 
that we do not allow’ ourselves 
to be put into the position of at- 
tacking the principle of social 
security in this country. This sys- 
tem is established,-is acceptable 
and is most valuable to millions 
of our citizens. Let us not try to 
turn the clock back 20 or 30 vears. 


THE BATTLE OF CLICHES 


However, I think it is important 
that we emphasize that there are 
many sincere, thoughtful indi- 
viduals who question the wisdom 
of social security for health bene- 
fits. If we are to use social security, 
it is of necessity compulsory, it is 
of necessity universal, and it is 
health insurance by the govern- 
ment. If one were to add these 
three together, we come out with 
compulsory governmental health 
insurance. This can be tabbed as 
socialized medicine and we have 
now fallen into the battle of the 
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cliches, built-in prejudices, and 
battle slogans and certainly little 
constructive planning can occur 
in this atmosphere. I think that 
it is appropriate, however, to bring 
in the other old cliche known as 
the “camel’s nose in the tent” phe- 
nomenon and I think there is 
justification to have great concern 
about this. Once this program is 
established for those individuals 
over 65, it is most logical to expect 
that there will be consideration of 
or pressure for lowering of the 
age limit, including certain spe- 
cific diseases or disabilities, and 
extending the principle of hos- 
pitalization for the aged to most 
of society. 

Aside from the obvious debate 
that can occur as to whether the 
security mechanism is 
proper or not, and I know that 
there are many fervent adherents 
to both points of view, there can 
be little argument that if this were 
done, that it would be a major 
and probably irreversible step. It 
certainly would have a profound 
effect upon the hospital and medi- 
cal care of this country as prac- 
ticed today. It is in this latter area 
that I feel that it is proper to raise 
the question. Are we convinced 
that this procedure is all to the 
‘good? Are we convinced that the 
Situation is urgent enough today 
to start on this change and is there 
not an acceptable alternative? 

The question must be raised and 
must be answered by us in hos- 
pitals and by all those in the 
health field—cannot - Blue 
and commercial insurance meet 
this acknowledged need by having 
prepaid insurance during the 
working years so that the com- 
munity spreads the cost of the 
hospitalization for all the aged? 

We do not yet have a specific 
“ves” or “no” answer and the 
American MHespital Association 
specifically plans to explore this 
in detail with the leaders of the 
insurance industry as well as Blue 


social 


Cross 


Cross, 

With all our interest and hope 
that voluntary prepayment insur- 
ance can solve the problem, the 
American Hospital Association 
cannot blind itself to the possi- 
bility that. voluntary insurance 
‘annot adequately finance the hos- 
pitalization of the aged without 
(a) compulsion, (b) universal na- 
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tional coverage, (c) governmental 
financial participation. At this 
point comes the question as to 
whether the dangers of using 
social security are greater or less 
than the dangers of doing nothing. 

On the basis of this discussion, 
it would appear to me that the 
American Hospital Association 
should try to utilize the voluntary 
program for solving the problems 
that we are facing but at the same 
time, should consider basic prin- 
ciples under which a national pro- 
gram such as social security can 
best be employed. These two sepa- 
rate approaches should quite 
properly go on _ simultaneously 
with devout hope by the American 
Hospital Association that its ob- 
jective can be reached by these 
voluntary programs. 

Our objective should be _ to 
develop a specific set of recom- 
mendations during this spring and 
summer preparatory to the re- 
gional conferences that will be 
held prior to the Chicago conven- 
tion in August, 1958. At that time 
it is hoped that a specific stand 
can be taken by the American 
Hospital Association House of 
Delegates. 

In the meantime, I do not think 
that we have to worry about ac- 
cusations of lack of courage by 
some of our colleagues or associ- 
ates. We shall be severely criti- 
cized by some if the American 
Hospital Association does not im- 
mediately advocate the extension 
of social security. We shall be 
damned by others if the American 
Hospital Association does not im- 
mediately oppose social security. 
We shall be regarded with great 
disgust by still others if no spe- 
cific strong stand is taken today. 
I am frankly 
the fire-eaters when we are con- 
fronted by a problem of this im- 
port and complexity. 

I would like to summarize my 


unimpressed with 


comments: 

1. The American Hospital Association 
has a policy adopted in 1955 rela- 
tive to financing the hospitalization 
of the aged. It is not considered 
that this 1955 policy is practical 
today. 

2. Some specific program is neces- 
sary to be developed within the 
reasonable future. 

3. The problem of financing the 
hospitalization of the aged is seri- 


ous—it is not improving and will 
probably become greater. There is 
question as to whether there is an 
immediate compelling emergency 
in this situation. 

4. The American Hospital Association's 
basic policy is to solve this prob- 
lem of hospitalization of the aged 
by the use and the extension of 
voluntary prepayment insurance 
with governmental support for the 
indigent and the medically in- 
digent. 

5. The American Hospital Association 
is not trying to advocate any other 
specific program at the present 
time but recognizes that there is 
a legitimate question as to whether 
the voluntary prepayment pro- 
gram can provide the final answer. 

6. The American Hospital Association 
plans to review calmly the possi- 
bility of use of the social security 
mechanism as being a better an- 
swer. We shall not be precipitated 
in our decisions or conclusions and 
shall be aware of the implications 
of fundamental change in the 
existing patterns of hospital and 
medical care in any extension of 
the use of social security. 

7. The American Hospital Association 
expects to be cooperative and 
straightforward in its planning 
with governmental and social wel- 
fare individuals concerned with 
this problem and it expects those 
individuals to regard the American 
Hospital Association in the same 
light. 

8. The American Hospital Association 
is obviously made up of individ- 
uals that are representative of 
the many thousands of hospitals 
throughout the country. Its leaders 
and staff will need assistance and 
discussion of all members to help 
develop a proper program. Every 
effort will be made to present all 
the facts and alternatives to the 
members and to provide for ample 
discussion and review prior to 
final action being taken by the 
House of Delegates of the Associa- 
tion. Sober and responsible re- 
view is certainly indicated for 
there is no doubt that the position 
of the American Hospital Associa- 
tion will have a substantial in- 
fluence on the final solution to this 
problem, and, therefore, the de- 
termination of the Association's 
position must be done with con- 
sidered judgment, vision and 
statesmanship. 
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FINANCING THE HOSPITAL NEEDS OF THE RETIRED AGED: 


A SPECIAL DISCUSSION 


When is a problem a problem? 


by KENNETH WILLIAMSON 


HE ANSWER TO the question— 

when is a problem a problem 
—is at the root of the situation 
now being debated with respect to 
the health needs of aged persons. 
The Board of Trustees of the 
American Hospital Association in 
its November 27, 1957, statement 
confirmed the opinion reached by 
the groups which have given pro- 
longed thought and study to this 
question on behalf of the As- 
sociation, i.e., that there is a seri- 
ous problem. 

When the solution to a problem 
has implications as serious and far 
reaching as those involved in any 
satisfactory answer to financing 
the health needs of the aged, it is 
well to be quite sure that there 
really is a problem. 


THE SUBJECTIVE APPROACH 


There are two approaches—the 
objective and the subjective. Let 
us take the subjective approach 
first. We can look at our own 
situation, that of our parents, our 
children, and of friends and neigh- 
bors close to us. Putting aside 
statistics for the moment, let us 
pose these questions. Are our own 
parents able to finance the cost 
of illness which has, or inevitably 
may, strike them? If extensive 
illness costs arise, will it require 
our participation to finance the 
bills? Will we be able to finance 
our own illness costs when we our- 
selves become aged from the in- 
come which we will likely have 
at that time, or will our children 
have to assist us? 


Kenneth Williamson is associate direc- 
tor of the American Hospital Association 
and director of the Association’s Wash- 
ington Service Bureau. 
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It seems that, viewed subjec- 
tively, the picture is about the 
same for all. Some have or are 
now paying the sickness bills for 
oldsters in their families. Some- 
times the cost is divided among 
several members of the family, 
and sometimes it is borne mainly 
by a single member. Health in- 
surance is either nonexistent or of 
limited assistance. The aged par- 
ents “have enough to get along on 
pretty well themselves as long as 
they remain well.” Where both a 
mother and a father are alive, 
there is the problem of exhaust- 
ing whatever assets they have on 
the illness cost of one of them, 
leaving the future of the other 
parent in jeopardy. Where the chil- 
dren of these aged are giving finan- 
cial assistance, their lives and the 
lives of their own children may be 
affected in unfortunate ways. The 
possibility of extended illness costs 
during old age is seen as a worry 
and a threat to future security. 
Further, the opinion is expressed 
“there's got to be a better way to 
handle the problem.” 

Those in the hospital field have 
a day-to-day familiarity with ill- 
ness costs. Let us take the very 
common situation of the aged per- 
son who has $100 a month income 
and whose major asset may be a 
home. What is the problem he 
faces of health care costs for hos- 
pital care and physician services 
which for acute illness are two 
and one-half to three times those 
of the younger age groups? How 
is he to finance this care? How 
many people in this old-age group 
do we know personally who can 
finance costs for nursing home 


care which necessitates some 
medical attention, at a price of 
from $275 to $350 a month? Can 
the oldsters carry such costs? Can 
their children bear such costs? 

It is argued that if the aged 
parents are unable to bear illness 
costs, then their children should 
foot the bill. It is asserted that 
the responsibility of children is 
part of the strength of the Ameri- 
can family, the bulwark of our 
society. But, we must ask our- 
selves, aren’t illness costs at the 
point where it is impossible for 
the mass of the younger employed 
members of our population to 
meet such costs currently out of 
their own resources? Didn't at- 
tempts to do so result in lack of 
needed care in many instances, 
and bankruptcy and demoraliza- 
tion in others? Isn't this fact the 
one which brought’ voluntary 
health insurance into being? The 
whole community has benefited 
from this decision, as their health 
services are now more adequately 
financed. The hospitals benefited 
from this decision, as they have 
been provided a much sounder 
base of financing. Physicians cer- 
tainly have benefited. We must 
ask whether those we know who 
cannot finance their own illness 
costs without the aid of prepay- 
ment will be able to finance those 
same costs for aged members of 
their families —especially when 
we know these costs are so much 
greater than those of the younger 
aged groups? Are the children 
expected to insure their parents as 
well as themselves—and if so, 
with what insurer? 

This sort of subjective, and ad- 
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mittedly unscientific, view is well 
worth taking, because it is the 
way a legislator as a human being 
will look at it first. He then will 
look at the mail he receives from 
aged constituents and their fami- 
lies setting forth individual cases 
of hardship. Finally, he will con- 
sider studies and statistics and 
documentation on a broad scale. 
It has been said by knowledgeable 
and thoughtful people that we are 
often disinclined to consider the 
full significance of what people 
simply believe, even though such 
beliefs may endure long after 
statistics are forgotten or even 
disproved. 


THE OBJECTIVE APPROACH 

And now for the objective ap- 
proach in determining whether 
there is a problem. The Commis- 
sion on Financing Hospital Care, 
an independent study commission, 


respect to financing the hospital 
care for the aged. This problem 
faced the old people themselves, 
and it posed a particular threat 
to the future financing of volun- 
tary hospital care for the whole 
community. A joint committee of 
the AHA’s Council on Govern- 
ment Relations, the Council on 
Prepayment and the Blue Cross 
Commission spent nearly two 
years working on this problem. 
The Association and Blue 
underwrote the costs of the studies 
and the actuarial and statistical 
work. This group concurred in 
the conclusion that there was a 
problem and that it would worsen 
as the aged population increased 
and as hospital increased. 
These careful analysts seriously 
doubted that the younger members 
of the population would be will- 
ing to continue to pay an ever 
larger part of the cost for an eve! 


Cross 


costs 


‘concluded that 


ages, of reducing benefits and of 


greatly increasing premiums in- 
tensified the problem. The desire 
of both management and unions 
to buy at the lowest price, thus 
departing from community rating 
in favor of a system of indi- 
vidual rating, increased the prob- 
lem for Blue Cross and detracted 
from its competitive position as 
it strove to cover the whole com- 
munity and to continue coverage 
into old age. 

In view of the fact that a major 
portion of the aged either had no 
health insurance or very inade- 
quate protection, this group finally 
government par- 
ticipation was required in financ- 
ing a part of the cost of voluntary 
health insurance if any satisfac- 
tory solution was to be provided. 

Starting in early 1957, another 
committee appointed by the AHA 
Trustees took another objective 


made up of a 


group of leading 


larger proportion of the aged in- 


citizens, from its studies, pub- sured. The practice of many of studying all available data, inter- 
lished in 1950, concluded that the health insuring companies of viewing individuals who have 
terminating protection at older done studies and research, 


there was a serious problem with 


—counseling the counselor 


Fully realizing that today’s student is a potential 
hospital employee of tomorrow, New Britain (Conn.) 
General Hospital recently planned a Careers Day pro- 
gram to bring before vocational guidance counselors 
the careers available in a hospital. The program was 
planned with the full cooperation of the local superin- 
tendent of schools and the school guidance director. 

Interest in the one-day program was first engendered 
by contacting all superintendents of schools, not only 
locally, but also in surrounding communities. In this 
way names of counselors were obtained so that per- 
sonal letters of invitation could be sent. Invitations to 
the meeting and luncheon were extended to junior and 
senior high school counselors. 

An 18-minute talk—Spotlighting the Employee—was 
presented in the morning by the assistant to the director 
to show the composition of the hospital family by fol- 
lowing a typical patient through his hospital stay. In 
this way the many departments and employees par- 
ticipating in the care of the patient were described. 

In order to indicate the exact job opportunities avail- 
able and to give guests a chance to learn first hand 
about the details of each department, the counselors 
were divided into small groups, at the end of the formal 
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program, to tour all departments. Department heads 
explained not only the functions of their departments 
but also the types of workers needed to staff them. They 
dwelt on necessary schooling, additional courses for 
certain degrees and salary ranges. 

Forty-five minutes were alloted for luncheon in the 
cafeteria, after which the tours were resumed. At 2:30 
p.m. there was 30-minute question and answer period 
with all department heads present to supply the ad- 
ditional information needed. Descriptive literature on 
all professional jobs in the hospital was given to each 
counselor and a copy of Job Description for Hospital 
and Related Health Services was given to the represen- 
tative of each high school represented. Evaluation 
sheets were distributed to the counselors with a request 
that a frank, constructive report of the meeting be 
prepared and returned to the hospital. 

Comments from the counselors were most gratifying, 
reports Robert C. Kniffen, managing director of New 
Britain General Hospital. They liked the clock work with 
which each phase was handled with no apparent rush- 
ing through departments. They appreciated being 
“talked with, not at’’. They particularly admired the 
‘apparent pride hospital people take in the work that 
they are doing’. They were impressed with the fact that 
we did not ‘‘glamorize the jobs but presented them as 
they are’’.—FREDRIC G. SCHMALZ, assistant to the di- 
rector, New Britain (Conn.) General Hospital. e 


look. It spent about nine months 


and 


4 


listening to the thoughts and 
points of view of individuals and 
groups from the federal govern- 
ment, organized labor, organized 
medicine, organized management 
and: business, and state govern- 
ment. A sizable bibliography of 
material was reviewed. The fol- 
lowing represent the major areas 
considered by this committee: 

1. They determined the size of the 
aged group and projections of the future 
size of the group—the division be- 
tween men and women—their 
living arrangements and, in an 
over-all way, who they are and 
where they are. 

2. All available data on their eco- 
nomic status were studied—the levels 
of money income, available in- 
formation on their assets—facts 
and figures on those working and 
those not working—the financial 
effect of social security benefits. 
Projections of the needs of the 
aged to provide for modest but 
adequate budgets, including health 
care costs, were studied, Facts and 
figures on home ownership were 
obtained. The relationship of pub- 
lic assistance for the aged, and 
the factors which have required a 
substantial segment of OASI 
beneficiaries to need additionai 
government’ assistance through 
public assistance funds were con- 
sidered. A study of experience in 
the state of Maryland, and testi- 
mony offered to a special commit- 
tee appointed by Gov. Averill Har- 
riman, New York, were evaluated. 

3. Adequacy and cost of health care 
were gone into. The committee real- 
ized the difficulty in documenting 
adequacy or inadequacy of the 
health care now being received 
by the aged, and the extent to 
which the lack of financial re- 
sources prevents them from re- 
ceiving needed care. The materials 
available from national studies 
and a few states were considered 
in their application to the basic 
question of whether the aged are 
receiving the care needed. The 
effect of inadequate financing and 
the wide disparity in the care 
obtained by those aged with health 
insurance as compared with those 
without such insurance’ was 
studied in relation to unmet need. 
Projections were made of possible 
costs of comprehensive insurance 
covering hospitalized illness and 
compared with the income of aged 
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persons in relation to their ability 
to pay such costs. 

4. The relationship of voluntary health 
insurance to the whole situation was 
studied. A variety of surveys giving 
estimates of the numbers of aged 


with health insurance were 


studied. The relationship of in- 
surance held to income status, em- 
ployment, retirement, the extent 
of insurance protection, practices 
with respect to terminating insur- 
ance, increasing premiums and 
reducing benefits for the aged— 
all of these were considered. 
Recent developments related to 
the extension by commercial in- 
surance carriers of group health 
insurance to retired workers and 
their dependents were reviewed 
carefully and the possible impact 
of this trend was appraised. This 
situation was also looked at in 
terms of the practicability or im- 
practicability of advance funding 
for the costs of service benefits 
or of equivalent indemnities. The 
significance of all of these de- 
velopments was studied from sev- 
eral points of view: What is the 
likelihood that health plans 
including retirees will spread 
throughout big business and from 
big business to small? How far 
will conditions of eligibility for 
benefits limit their availability to 
people who have changed jobs, 
especially those who have changed 
during the latter part of their 
working lives? Is there any pos- 
sibility of a comparable develop- 
ment for holders of individual 
commercial health insurance poli- 
cies? What, if anything, will be 
done for existing retirees, who 
will be with us in large numbers 
for at least another two decades? 
Basically, will management and 
labor in their collective bargain- 
ing be willing to devote to this 
purpose the considerable sums in- 
volved? How far, in the bargain- 
ing process, will the needs of 
retirees be given preference over 
wage increases or other benefits 
for the group currently employed” 
What will happen to the move- 
ment if the economic recession 
continues or deepens. What will be 
its effect on community-wide 
health insurance rates, and thus on 
the ability of voluntary health in- 
surance to meet the health needs 
of other segments of the popula- 
tion? In short, will this method of 


distributing the heavy cost of 
health care for the aged be ac- 
ceptable in the long run, as a mat- 
ter of social policy? 

5. The impact of the health care costs 
of the aged upon hospitals and the rela- 
tionship to the voluntary hospital system 
were studied. Information available 
on the number of aged who were 
hospitalized, those who were given 
free care and those who required 
financial assistance’ from public 
or private sources to pay for their 
care was considered, The common 
practice of public agencies paying 
hospitals substantially less than 
the cost of care was considered in 
relation to aged persons. Develop- 
ments since basic studies were 
done in 1952 were evaluated in 
terms of their total impact on 
hospital financing. The committee 
studied the effect of hospitaliza- 
tion and hospital insurance on the 
problem. The decline of the pro- 
portion of aged who were gain- 
fully employed since 1952, and the 
increase in OASI beneficiaries 
were considered in relation to 
increased hospital costs. 

The developments with respect 
to the old-age assistance pro- 
grams, and the amendments to the 
social security act affecting such 
programs in 1956 and 1957 were 
considered particularly. The in- 
adequate basis of public assistance 
financing in many states was con- 
sidered with respect to its effect 
upon hospital financing. 

The fundamental dependence of 
the voluntary hospital system 
upon voluntary health insurance, 
and the effect of any breakdown 
in such insurance upon hospitals, 
were considered. The risks to the 
voluntary system in any mechan- 
ism of governmental aid, as com- 
pared to the risks to that system 
in staking its future on voluntary 
health insurance without govern- 
ment assistance, were thoroughly 
explored. 

It is believed that the work 
of this committee in its con- 
scientious exploration of the fac- 
tors enumerated here, and others, 
constituted a most thorough and 
widespread look at the health 
care needs of the aged. This was 
the answer of this committee to 
the question of whether there is a 
problem: 

1. The aged population forms a 

(Continued on page 48) 
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(ADVERTISEMENT) 


Mass trials in Korea find DEXTRAN as 
‘effective as plasma or whole blood’ 


After wide experience with the use 
of dextran in Korea, it was reported 
that dextran alone is a safe and 
effective agent for resuscitation of 
surgical patients, pre- and post- 
operatively, and during surgery. 
The report states that the infusion 
of dextran alone is usually followed 
by complete resuscitation when blood 
loss is no greater than 1000 cc., or 
when the fluid lost is mostly plasma, 
as in thermal injuries. It is further 


reported that dextran alone may be 
used for the prevention and treat- 
ment of shock in lieu of plasma or 
albumin. 

With more extensive blood loss, 
dextran may be used for temporary 
replacement therapy until whole 
blood becomes available, and there- 
after in a ratio of one unit of dextran 
to one or two units of blood. 

The author concludes that in cir- 
culatory collapse whenever hemor- 
rhage is not a serious factor, 

... dextran is as effective as plasma 
or whole blood.”’ 


Stock 
CUTTER 
use 


Plasma flume for Initial Treatment 
the Patient in Shock 


Cutter Dextran is safe... 
there is no danger of heptatitis. 


matching. 


It is free from viral contamination, thus 


Cutter Dextran is effective... 
are maintained or rapidly restored. Where blood loss is not extensive, 
“... dextran is as effective as plasma or whole blood.”’! 


It can be administered without pre- 
liminary testing, yet it does not interfere with blood typing or cross- 


Cutter Dextran saves time... 


Cutter Dextran saves money... 
thus lowering the cost of transfusion service. In some cases Cutter 
Dextran alone will suffice for the prevention or treatment of shock. 


CUTTER DEXTRAN 


dextran 6% w/v in normal saline 
In 250 cc. and 500 cc. Saftiflasks® 
Supplied with or without Administration Set 


CUTTER LABORATORIES, Berkeley, California 


Plasma volume and blood pressure 


Requirements for blood are reduced, 


Cutter Dextran is stable 
. It keeps well at room 
temperature and does not 
require refrigeration. Have 
it on hand at all times for 
use in acute emergencies. 
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J.A.M.A. report indicates DEXTRAN 
preferred over dextrose as routine 
initial infusion in surgery’ 


Recently, many investigations of 
plasma expanders have shown that 
the most favorable results were 
attained with the use of dextran as 
blood volume replacement during 
surgery. This report states that the 
use of a plasma expander as routine 
infusion with spinal anesthesia is 
more logical than the use of 5% 
dextrose in water since the latter 
has very little effect in supporting 
blood volume and can only replace 
water loss. It is suggested that plas- 
ma expanders be given up to 1000 
cc. to the average adult with normal 
rbc mass, after which whole blood 
may be used. 

Dextran is recommended for tem- 
porary circulatory support or as 
blood volume replacement in 
‘“... major operations of only mod- 
erate magnitude, where great blood 
loss is not anticipated.” 


For emergency use DEXTRAN reported 
agent of choice’ 


In a sound and conservative report 
on the use of dextran in the emer- 
gency room and in the operating 
room, it was described as “. . . very 
effective in raising the blood pressure 

. probably the agent of choice 
for initial treatment of the shocked 
patient.” 

This summary of clinical experi- 
ence in the treatment of patients 
with severe shock and hypotension 
points out that dextran may be used 
as a temporary measure while blood 
typing and cross-matching are being 
performed. It states that where blood 
loss is not great, dextran may be the 
only infusion required. 

“No untoward actions occurred 
which could be attributed, even in 
part to dextran .. 

... by reducing the requirements 
for blood, with the attendant expense 
for cross-matching in each case, the 
use of dextran materially lowered the 
cost of the transfusion service.” 

The authors suggest that dextran 
should be kept “. . . immediately 
available at all times for use in acute 
emergencies . . . as in the severely 
injured or burned, as well as in 
elective surgery ...”’ 


1. Pulaski, E. J.: Hawaii M. J. 15:230, 1956. 
2. Crandon, J. F.: J. A.M.A. 158: 264, 1955. 


3. Ward, R. J., and Mathwig, J. E.: Northwest 
Med. 55:186, 1956, 
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large and constantly increasing 
group. By and large they are an 
economically disadvantaged group. 
A large part of them are living 
on a bare subsistence basis. They 


are a group which is particularly 
hard hit by inflation and, by and 
large, do not have any opportunity 
to augment the purchasing power 
of deflated dollars. They are a 


QUENTIN REYNOLDS 
DESCRIBES HIS HOSPITAL STAY 


(The following letter was 
written by Quentin Reynolds, 
the author and foreign corre- 
spondent, to Jerome F. Peck, 
administrator of Northern 
Westchester Hospital, Mt. 
Kisco, N.Y., and was printed 
in the Patent Trader, a bi- 
weekly newspaper serving 
the northern half of West- 
chester County, which is near 
New York City.) 


Dear Jerry: 

People love to complain. Often | write a magazine article or a 
book which happens to come off well—l never get a letter saying 
“that was a good job.”’ But if | do an article or a book that people 
don’t like or agree with, the mail comes in droves from angry readers 
who think | should be tossed to the lions. 

| don’t know, but | imagine it's the same at your hospital. So 
accept this as a letter from a satisfied customer. | wish | could send 
it to the directors, or board of trustees or whoever is the ultimate 
boss. In all | spent nearly six weeks at your hospital (two sieges) and 
damn it, | can’t think of a single complaint. | can only think of the 
wonderful, warm, friendly, courteous, skillful treatment | received 
there—not only from the doctors (you expect that) but from the 
nurses, the telephone girls, the porters, the technicians; in short from 
your employees. 

During my last three-week stretch at your hospital, | became very 
friendly with the personnel who took care of me. | found that their 
good-natured, genial care for me was typical of what goes on at 
Northern Westchester. | found moreover that all this was a reflection 
of your own personality and your insistence on perfection from the 
staff of the hospital. | got this from the interns, from regular nurses, 
from the kids who give you cardiographs, from those who take blood 
out of your arm every morning, from the girls who bring you that 
incredibly good food. This was all volunteered to me. Your people 
aren't exactly scared of you, but they have a tremendous respect 
for you and they know they have to toe the mark. | got this too 
from the established doctors like both Browns and Krainin and several 
others, but | think the feeling of the permanent staff toward you is 
even more important. 

| came to the conclusion (and | am a reporter) that you had 
stamped your personality upon your people to such an extent that 
somehow an atmosphere of cheerful, warm friendliness permeates 
your hospital. 

That’s all—this is just a fan letter to a man | admire tremendously. 
lf | ever have to be ill again, I'll run like a deer and say ‘Jerry, take 


care of me.” 


direct economic concern of all 
families that share in financial 
responsibility for the maintenance 
of aged persons. 

2. Many of the aged are able 
to provide for the normal costs of 
living but unable to bear the ad- 
ditional expenses of illness. 

3. There is evidence that a 
significant number of aged persons 
are not receiving at present ade- 
quate health services. The health 
care of the aged is substantially 
more costly per capita than care 
for younger persons, 

4. Voluntary health insurance 
coverage is much less general 
among the aged than it is among 
the younger population, and the 
obstacles to its extension are great, 
primarily because of its cost in 
relation to the limited income of 
the aged. 

5. Estimates of the cost of a 
fairly complete health insurance 
program for aged persons indicate 
that not many of them will be able 
to finance health insurance out of 
presently available income. Unless 
commercial insurance carriers and 
such nonprofit plans as Blue Cross 
and Blue Shield each bears its full 
share of the burden, competitive 
pricing will curtail such develop- 
ment. 

6. By and large, older persons 
tend to be medically indigent. This 
means that for the typical aged 
person any major illness spells 
exhaustion of savings, perhaps a 
call for help upon relatives, and 
then a resort to public assistance 
—a sequence that is broken or 
delayed only as hospitals, physi- 
cians and others may provide un- 
compensated services. 

Perhaps the bitter side of the 
basic question is whether the 
problem is such and the situation 
is such that the participation of 
government will be necessary for 
an acceptable solution. Facing up 
to this question may well, because 
of its unpalatable implications, 
cause certain people to deny the 
existance of a problem of any 
serious nature. This could well be 
disastrous. 

A solution is inevitable. The 
only question remains as. to 
whether a particular solution pro- 
posed is more or less desirable 
than some other solution. This is 
the challenge to our leadership. ® 
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Diagnostic pneumoperitoneum showing injection 
of air into peritoneal cavity. Potient has had 
previous pneumoperitoneum examination. Radio- 
graph on viewbox shows amount of air present 
and acts as guide for further insuMotion. 


After you've taken advantage of every factor for 
exposure reduction—change to Kodak Royal Blue 
Medical X-ray Film, the fastest film available, and 
cut MaS still further. Exeellent results will be 
obtained when Royal Blue is developed for 5 
minutes at 68 F, or the equivalent, using Kodak 
Liquid X-ray Developer and Replenisher or Kodak 
Rapid X-ray Developer. 

Order from your Kodak x-ray dealer 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 
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In Athens, too, 


Pentothal is a favorite... 


Pentothal is a name known wherever modern 
medicine is practiced. Time and time again 
throughout the years, it has proved itself to 

be a favored intravenous anesthetic in 
countless surgical procedures. Pentothal’s 
versatility is documented by 24 years of use 
and over 2800 published world reports . . . 

a record of sureness and safety unsurpassed by 


any other intravenous anesthetic. (bb0ott 


Pentothal sodium 


(Thiopental Sodium for Injection, Abbott) 


Unmistakably 


the world’s 


most widely used 
and studied 


intravenous anesthetic 


Athens, Greece by Frederick 
Franck. A reprint of this 
painting on heavy stock suitable 
for framing, may be obtained 
by writing for “ATHENS” to: 
Professional Services, Abbott 
Laboratories, North Chicago, 
Illinois. 


606110 
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ATHENS, 


GREECE, 


BY FREDERICK FRANCK 
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Reliability 
in 
Action WOLLNIOS 
WA 


Does your hospital still make many of its 
own parenteral solutions ? 
Then consider the advantages of now 


having them made by Abbott... by 


trained workers devoting full time to 
this one duty . . . using only the finest 


equipment . . . under continuous super- 


vision by experienced career chemists... 

... With control standards a model of 
scrupulous detail . . . with every bottle, 
| vial, and ampoule individually inspected 
= Se a samples and records of every lot 
preserved ... and backed by Abbott's 
unique facilities and manpower in phar- 
| maceutical manufacturing and the 
sciences. 

Why accept the problems of paren- 
teral manufacture? Turn your work over 


en ae to specialists. Talk to your Abbott man. 


Abbott Parenterals 


SOLUTIONS AND EQUIPMENT 


THE NORTH STAR, symbol of reliability in action, 
has guided the wanderer since recorded time. This 
Albert John Pucci painting is available on heavy 
14% x 19 paper without advertising, for framing. 
Write for “North Star” to Professional Services, 
Abbott Laboratories, North Chicago, II] 
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hoch eviews 


Ilness patterns analyzed 


A REVIEW AND STupY oF ILLNESS AND 
MEDICAL CARE, WITH —= SPECIAL 
REFERENCE TO LONG-TIME TRENDS. 
Selwyn D. Collins. (U. S. Public 
Health Service Publication No. 
544) Washington, Government 
Printing Office, 1957. 86 pp. 50 
cents. 

Estimates of need and changes 
in patterns of medical care are 
the usual factors behind the plans 
of administrators of community 
agencies concerned with providing 
hospital and medical care facili- 
ties and with evaluating these 
plans. These estimates are based 
to a large extent on the kind of 
data in this report. Through the 
years the data for such estimates 
have become more refined and 
more accurate. 

After a brief historical review, 
the report begins with an analysis 
of the pattern of illness by age 
and sex for acute and chronic dis- 
eases. Data are presented on the 
frequency of illness and on the 
days of disability and, of particu- 
lar interest to hospital adminis- 
trators, on the frequency of hos- 
pitalization and of surgery. Also 
presented are age and sex varia- 
tions of first admissions to state 
mental hospitals and of the pro- 
portion of persons in tuberculosis 
and other long-term hospitals. 

The second section of the report 
deals with seasonal variation in 
illness and should be of interest 
to epidemiologists. This is followed 
by a particularly interesting sec- 
tion concerned with trends in time 
of illness and mortality. This sec- 
tion begins by pointing out that 
“trends of illness and medical care 
in the civilian population are hard 
to find.”” The curves showing the 
trend of hospital admissions, hos- 
pital days per 1000 population and 
length of stay per case will inter- 
est hospital administrators. The 
remarkable progress made in the 
control of disease is clearly seen 
in the morbidity’ and mortality 
series derived from armed forces 
data, some of which go back nearly 
a century. Rural and urban mor- 
bidity and mortality patterns are 
also examined. 

The current concern with Asia- 
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tic and other forms of influenza 
and with pneumonia makes the 
section on trend and age variation 
of mortality and morbidity from 
these diseases particularly worthy 
of attention. The final section of 
the report shows trends in case 
rates of specific notifiable diseases. 

This report summarizes our 
knowledge at the close of an era 
culminating in the National Health 
Survey Program, which will pro- 
vide data on a continuous basis 
in the future. As a summary of in- 
formation about illness and medi- 
cal care in the population up to 
the National Health Survey Pro- 
gram and as a guide to more de- 
tailed data in a list of 90 sources, 
this monograph should be a useful 
reference for all those concerned 
with developing programs for im- 
proving the health of the people.— 
PAUL M. DENSEN, D.Sc., director, 
Division of Research and Statistics, 
The Health Insurance Plan of 
Greater New York. 


Social remotivation 


REMOTIVATING THE MENTAL PATIENT. 
Otto von Mering and Stanley H. 
King. New York, Russell Sage 
Foundation, 1957. 216 pp. $3. 

Here is a book about chronic 
patients in public mental hospitals 
that reads as easily as a novel. The 
author has given colorful names to 
the prototypes of chronic patients 
who behave.in characteristic ways. 
Any worker in a mental hospital 
will readily identify the “Sitters, 
Standers, Squatters, Pacers, Ward 
Helpers, Goose Eggs, Sneaky Petes, 
Con Men,” and others. 

Otto von Mering, an anthropolo- 
gist, and Stanley King, a social 
psychologist, drew their material 
from a 14-month national survey 
of larger state-operated hospitals. 
The survey was made possible by 
the Russell Sage Foundation. The 
investigators selected for portrayal 
patients who were receiving no so- 
matic therapy and no individual 
or group psychotherapy. Improve- 
ment in the mental condition of 
chronic patients thus could not be 
attributed to psychiatric interven- 


also: 
social remotivation 


tion as traditionally defined. Social 
remotivation, as they use the term, 
is the considered use of the social 
and psychological components of 
ward living, as well as more ex- 
tensive coordinated utilization of 
the hospital as a whole and the 
community. 

Some of the processes of re- 
motivation include habit training 
wards, with a description of “fam- 
ily room” and “side room” tech- 
niques. In a section entitled 
“Ladies of the Long Table,” the 
authors describe cooperative work 
projects as a step toward group 
interaction. Patients improve in 
their social relations as people 
work intensively with them. Vol- 
unteer workers can also be useful 
in remotivation and can make 
their communities aware of press- 
ing social problems. They can then 
mobilize this concern for pressure 
for legislative action. The authors 
believe that techniques which 
“move patients around” are of lit- 
tle value unless the patient has a 
sense of personal participation and 
choice. They stress the importance 
of the aide on the ward as the 
focal point where group treatment 
begins. Members of the ancillary 
service serve best as consultants to 
the ward program. Essential to the 
program of social change is free 
communication between patients, 
patient and staff, and the various 
staff members. 

This is a book that every “treat- 
ment worker” in a mental hospital 
will read with profit. It highlights 
the positive features of the trend 
toward intensive individual and 
small group work with patients 
now observable in state hospitals 
throughout the country. It will en- 
able all hospital workers to gain 
perspective and some of the “know 
how” of the different techniques 
found most effective in producing 
motivation of chronic patients. 

This is an interesting book, well 
written and worthwhile for all 
workers interested in the field of 
hospital psychiatry.—WaALTER E. 
BARTON, M.D., superintendent, 
Boston State Hospital, Boston. 


NEW—- FROM AMERICAN 


EXTRAULIC 


HYDRAULIC EXTRACTOR 


For laundries having need for pressure-type extraction, the all-new American Deluxe 
EXTRAULIC is the finest, most efficient extractor of its kind. Gives high production at 
low investment, with low operating cost. 


The Deluxe EXTRAULIC has capacity of up to 200-lbs. dry wt. and will produce up to 
seven loads an hour, depending on type of work. Can be installed easily and economically 
in minimum floor space . . . operates without vibration, requires no special foundation, 
no special wiring, or separate water tank. 


Removes more water - - faster! 


High, equalized working pressure — A.S.M.E. certified for 400 p.s..— forces diaphragm 
bag to conform to shape of load, eliminates pockets where water might collect. 


EXTRAULIC reaches maximum pressure in just 2 minutes. Pressure Chamber cover, 
with 1200 perforations, permits fast discharge of water from work. Built-in Reservoir 
stores pressure water from Pressure Chamber for re-use — reduces water consumption. 


Completely automatic cycle 


Simply pressing a button starts extracting cycle. Automatically, water is pumped from 
Reservoir into Pressure Chamber for speedy extraction. At end of automatically reset 
cycle, water is pumped back to Reservoir . . . automatically. 


The EXTRAULIC’s completely automatic operation, from start to finish of the extracting 
cycle, saves labor and gives operator more time for other duties. 


If you are one of the laundrymen who have need for pressure-type extractors, it will pay 
you to investigate the all-new Deluxe EXTRAULIC Hydraulic Extractor. Get all the 
important facts from your nearby American Man from the Factory, or mail coupon. 


The American Laundry Machinery Company, Cincinnati 12, Ohio 
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Jib Crane and Mast, Electric Hoist and Trolley, 
Stainless Steel Truck Tub and Nylon Sling shown in 
above illustration are furnished as optional extras 
with the all-new BxkTRAULIC Hydraulic Extractor. 


The American Laundry Machinery Company, Cincinnati 12, Ohio 


Please send illustrated Catalog AC 320-002 on the new EXTRAULIC 


ALM-5238 
Extractor. 
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SIX WAYS TO PROVIDE 


pharmacy coverage 


after normal 


pharmacy hours 


by WILLIAM E. HASSAN JR. 


OST SMALL hospitals operate 
M a pharmacy 8 hours per 
day for a total of 40 hours per 
week. This means that pharmaceu- 
tical service must be provided for 
128 “off-hours” —nearly' three 
times the normal pharmacy hours. 

Larger hospitals having more 
than one staff pharmacist may 
operate the pharmacy 10 hours a 
day for a total of 70 hours per 
week. Even here, pharmaceutical 
service must be improvised for 
98 off-hours. 


William E. Hassan Jr., Ph.D., is acting 
associate director of Peter Bent Brigham 
Hospital, Boston, and professional lecturer 
on hospital pharmacy at Massachusetts 
College of Pharmacy, Boston. 
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fofessional practice 


Six methods used by hospitals both 
large and small to cope with the prob- 
lem of providing pharmaceutical serv- 
ice after hours are listed by the author, 
along with some of the advantages and 
disadvantages of each. The article 
urges administrators to review their 
present mode of operation and if 
necessary, to institute a system that 
will provide adequate, legal pharmacy 
service during off-hours. 


Following is a brief review of 
various methods used by hospitals, 
both large and small, to provide 
pharmaceutical service after 
hours: 

1. Allow the night supervisor 
or her designated alternate to en- 
ter the pharmacy and provide 
pharmaceutical coverage to the 
best of his ability. 

2. Provide a night emergency 
cabinet containing either emer- 
gency drugs or 
a container of 
every drug ac- 
cepted for use 
in the hospital 
formulary. 

3. Close the 
pharmacy to all 
members of the 
nursing staff. If 
the drug needed 
is not in the 
emergency cabi- 
net, then allow 
a physician to 
enter the phar- 
macy and dispense. 

4. Institute an “on-call” pro- 
gram for the hospital's staff phar- 
macist. 3 

5. Institute a program whereby 
a retail pharmacy provides emer- 
gency service. 

6. Use nonprofessional person- 
nel, such as students or pharmacy 
technicians. 


FIRST FOUR METHODS COMMON 


The first four methods are gen- 
erally employed because they do 
not add to the hospital’s operating 
cost through the addition of per- 
sonnel or special pay arrange- 
ments, 


Improving drug handling in hospitals 
was a major topic at annual meetings of 
the American Society of Hospital Pharma- 
cists and other national pharmacy groups 
in Los Angeles last month. See news 
article page 


Use of the night supervisor to 
provide after-hours. service is 
viewed by many administrators as 
an acceptable practice. It is their 
argument that if the nurse is 
capable of selecting and adminis- 
tering a medication from the medi- 
cine closet then she should and is 
perfectly capable of doing so from 
the pharmacy. 

This is not wholly true. Medi- 
cations which are sent to the 
nursing station or to the emer- 
gency cabinet are especially la- 
beled for the convenience of the 
nurse. Any special packaging or 
handling usually has already been 
done by a legally qualified person. 

Selecting a medication from the 
medicine cabinet is not likely to 
be so confusing as choosing one 
from shelves lined with hundreds 
of containers of tablets and cap- 
sules. The fewer the units to 
select from, the lower the possi- 
bility of error. 

The graduate nurse entering the 
pharmacy after hours should not 
attempt to compound a prepara- 
tion. This act is reserved for the 
licensed practitioner of the profes- 
sion, 

Education and training have 
made the nurse skilled and. effi- 
cient in ministering to the needs 
of the patient. Modern nursing 
requires every minute of her valu- 
able time. Time spent performing 
pharmaceutical duties is a waste 
of nursing skill. In view of the 
chronic shortage of nurses, it 
would seem best that nursing 
supervisors not be called upon to 
perform the duties of a pharma- 
cist after normal pharmacy hours. 

Lately there has been a great 
deal published on ways and means 
of preparing emergency cabinets 
for use after pharmacy hours by 
the medical and nursing. staff. 
Some cabinets are relatively sim- 
ple, while others are complex and 
expensive. 

Simple cabinets hold special 
containers placed on the nursing 
station and contain a meager sup- 
ply of drugs. More expensive units 
include a refrigerated section and 
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1000 TABLETS 5 
FOR HOSPITAL USE @ 


NTACID ANALGESIC 
fill 


the | STOUMYERS CO., NEW YORK, N. 


MADE IN USA. 


Quickly, Economically 


BUFFERIN 


saves money 

saves dispensing time 
saves shelf space 
BuFrrerin—the better tolerated antacid analgesic—is especially valuable for 
the treatment of arthritis and other conditions which require high-dosage, 
long-term salicylate therapy. BUFFERIN contains no sodium, thus is suitable 
for patients on salt-free diets. 


BUFFERIN. 
need 


in amber bottles especially designed for the modern hospital pharmacy. 


Each BUFFERIN tablet combines 5 grains of aspirin with the antacids aluminum glycinate and magnesium carbonate. 


Clinical Data Available on Request 


ANOTHER FINE PRODUCT OF BRISTOL - MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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a unit of nearly every item 
stocked in the pharmacy. 

Obviously neither of the above 
two units is desirable. One is so 
simple that it may not provide 
an urgently needed item while 
the other is so large and elaborate 
that it probably will have to be 
located away from the area in 
which it will be used. Number 
and variety of drugs in the large 
cabinet introduces the risk of 
error, and from an administrative 
standpoint, the large cabinet ties 
up a large and expensive inven- 
tory. 

A cabinet available on the ward 
and containing a group of drugs 
selected by the medical staff 
through the pharmacy committee 
is considered by many the safest 
and the least costly of emergency 
drug cabinets. 


PHYSICIAN ENTRY SAFE PRACTICE 


The decision to close the phar- 
macy to nursing personnel and 
allow a physician to enter the 
pharmacy and obtain special 
medication not found in the emer- 
gency cabinet appears to be a safe 
administrative and legal practice. 

Inconvenience and added bur- 
dens for the physician is the chief 
drawback of this system. Its one 


advantage is that the physician is © 


encouraged to make use of drugs 
available on the nursing station 
or in the emergency cabinet. 

A relatively simple program 
consists of placing the pharmacy 
staff on an “on-call” basis. If the 
medical and nursing staff use 
good judgment and do not place 
unnecessary calls this method will 
not create an undue burden upon 
the pharmacist, If the hospital em- 
ploys more than one pharmacist, 
the burden is proportionately re- 
duced. 

Pharmacists complain that they 
are discriminated against under 
this system because unlike other 
groups, such as technicians and 
nurses, they do not receive an 
on-call fee. In the  author’s 
opinion, the hospital, the patient 
and the medical staff will receive 
adequate and competent service 
that will be in compliance with 
the law if an on-call system, with 
commensurate pay, is instituted 
for pharmacists. 

Hospitals having only one staff 
pharmacist have found it feasible 


LEGAL CONSIDERATIONS 


by GEORGE F. ARCHAMBAULT, D.Sc. 


Is defined as the sci- 
ence which treats of medicinal 
substances. It embraces not only 
a knowledge of medicines and the 
acts of compounding and dispens- 
ing them, but also their identifi- 
cation, storage, selection, presenta- 
tion, combination, analysis and 
standardization. 

Hospital pharmacy is defined as 
that specialty of pharmacy that 
concerns itself with the evalua- 
tion, selection, storage, control 
and utilization of drugs in hospi- 
tals. It encompasses the supplying 
of medications for inpatient and 
outpatient use, the preparation of 
sterile medications, volume com- 
pounding, prepackaging, drug for- 
mulation and research. Further- 
more, hospital pharmacy serves as 
a fine point in the dissemination 
of drug therapy information to the 
staff. 

The subject of providing phar- 
maceutical service after normal 
pharmacy hours is one of the most 
timely in hospital administration 
today. Several states, either by 
law or regulation, are wrestling 
with this problem now. Other 
states will tackle the problem in 
the months to come. 

While there can be an overlap- 
ping of some of the duties among 
the health professions, there can 
be no overlapping of other duties 


George F. Archambault, Ph.C., D.Sc., 
LL.B., is chief, Pharmacy Branch, Divi- 
sion of Hospitals, Bureau of Medical Serv- 
ices, U.S. Public Health Service, Depart- 
ment of Health, Education, and Welfare, 
Washington, D.C. 


without violation of the _ police 
laws of the state. 

For example, only a physician 
may diagnose and treat. He may 
compound and dispense medica- 
tions only for his own patients. 
According to the American Nurses’ 
Association definition of nursing, 
a nurse concerns herself with the 
administration of medications as 
prescribed by physicians and den- 
tists. (Nothing is said about com- 
pounding and dispensing. ) 

A pharmacist compounds, dis- 
penses and stores medications for 
the use of others. For a physician 
or a nurse or a layman to invade 
a pure pharmacy area constitutes a 
violation of laws enacted to pro- 
tect the public health. Should an 
injury or death result as a result 
of this invasion, charges of crimi- 
nal and tort negligence may ac- 
crue against the administrator or 
nurse involved. Should the indi- 
vidual attempting to practice phar- 
macy be a nonpharmacist—a ward 
attendant, for example—the dan- 
ger to the patient is obviously 
great. 

Should a hospital expressly or 
impliedly permit a nonpharma- 
cist, be it a nurse or other person, 
to act as a pharmacist, the hospi- 
tal too becomes liable criminally 
and in states where charitable 
trust doctrines are not relaxed, the 
hospital may well be liable in a 
civil suit. Obviously, the adminis- 
trator and the individual involved 
in the act are personally liable for 
acts of negligence. . 


to contract with local retail phar- 
macies for off-hour coverage. This 
coverage often is provided to re- 
lieve the staff pharmacist at night 
and on holidays. This method pro- 
vides the hospital with the neces- 
sary legal coverage but usually 
means higher drug cost to the 
patient. 

The final method for providing 
pharmacy service after hours— 
using students or technicians—is 


the least desirable. These em- 
ployees are neither legally nor 
competently qualified to act in the 
stead of a pharmacist. The possi- 
bility of error is markedly in- 
creased and the results of legal 
entanglements brought on may be 
disastrous to the institution. Un- 
der no circumstances should the 
hospital administrator permit this 
type of pharmacy coverage. 
Hospitals today provide 24- 
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anaphylactic 


in the time-saving Mix-O-Vial’ 


15 seconds for preparation, 
30 seconds for injection. 


Supplied: As a 100 anda 
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ime hour medical and nursing service, 
| laboratory, x-ray, blood bank, and 
oe emergency surgical services. Each 
of these services is provided by 
specialists in compliance with 
municipal laws and rules of ac- 
crediting organizations. The one 
service that has been provided on 
a make-shift basis has been the 
pharmaceutical service. Hospital 
administrators should review their 
present mode of operation and if 
necessary institute a system that 
will provide adequate, legal phar- 
macy service during off-hours. 8 
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EQUIPMENT in the night emergency pharmacy room at Madison Genera! Hos- 


pital includes a refrigerator, medication information files, a desk and telephone. 


PROVIDING PHARMACY COVERAGE AFTER NORMAL PHARMACY HOURS 


EMERGENCY 


by R. G. HENRY 


NIGHT emergency room for 

handling after-hours requests 
for pharmaceuticals at Madison 
(Wis.) General Hospital is an area 
8 by 12 feet adjacent to the main 
pharmacy. It is accessible from 
both the corridor and the phar- 
macy. Only authorized personnel 
of the nursing service have keys 
to the room. 

The room contains primarily 
emergency preparations, but also 
has a good-sized representation of 
the pharmacy stock. Preparations 
are prepackaged, sealed, sectional- 
ized and catalogued for safety 
control. After-hours medications 
are stored in eight basic sections: 
oral preparations, oral-inhalation 
medications, injectables, ophthal- 
mic drugs, nasal preparations, oto- 


harmacist of 
ospital. 


Henry is chief 
Madison (Wis.) General 


BULK parenteral fluids are on upper shelves 
at top on opposite side from desk. These 
preparations are not too often used, but 
are kept here to be immediately available 
if needed. The most commonly used intra- 
venous solutions are floor stock. Reference 
books, pharmaceutical catalogues, and in- 
travenous equipment are on shelves below. 


DRUG ROOM A VERSATILE SOLUTION 


For the past four years, after-hours 
requests for medications at Madison 
(Wis.) General Hospital (360 beds, 
44 bassinets) have been handled suc- 
cessfully by means of a night emer- 
gency pharmacy room, the author re- 
ports. Emergency medication boxes at 
each nursing station supplement drugs 
available in the room. 


logic pharmaceuticals, rectal and 
vaginal preparations, and topical 
drugs. Each medication bottle or 
container is sealed with a cellulose 
seal. 

Containers prepared for the 
emergency room are labeled with 
the name of the medication, the 
potency, the date of filling and the 
initial of the pharmacist who filled 
it. On top of each bottle cap is a 
precoded, numbered, self-sticking 
label which provides an added aid 
for the supervising nurse in locat- 
ing a particular preparation. The 
label is a means of checking for 
the pharmacist the next day. 

The night emergency room is 
not intended to enable nursing 
personnel to practice pharmacy, 
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SHELVES 


but to take care of emergency 
needs in the best possible manner. 
Nursing supervisors may withdraw 
items from the room only to carry 
out physicians’ orders. The system 
is approved by the hospital ad- 
ministrator. 

Supplementing the night emer- 
gency room are small emergency 
medication boxes at each nursing 
station. These boxes can be car- 
ried to the patient’s bedside, thus 
eliminating repeated trips from 
the treatment rooms and the bed- 
side. 

Contents of the box are listed 
alphabetically inside the cover, 
with some pertinent information 
on dosage and administration of 


lined with sealed medication bottles, counter space and drawers, 
and display space for new medications complete the room's equipment. Here a 
night supervisor consults the night reference book to locate a preparation. 


(Continued ) 
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room is used as a 
library, an office and 
an information center 
on new medications. Pharma- 
ceutical catalogues are kept in 
this room as an aid for a phy- 
sician or intern in locating a 
medication if only the name of 
the manufacturer is recalled. Staff 
nurses and student nurses visit the 
room to obtain material on new 
medications and information for 
ward classes and pharmacology. ® 


7 ADVANTAGES of an EMERGENCY PHARMACY ROOM 


1. Nursing service personnel avoid the greater risk of error that 
attends entering the main pharmacy to search for a medication. 

2. Prepackaged and sealed preparations are a great safety factor 
in the issuance of medications to patients after normal pharmacy 
hours. No pour-outs or count-outs from stock bottles are necessary, 


nor is the original bottle dispensed. 


3. Pharmacy stock pilferage and unauthorized issuance of medi- 
cations to hospital personnel are avoided. 

4. Central location of ready-to-use emergency preparations has 
proved a distinct advantage in coping with disaster situations that 


have arisen in the community. 


5. Information on medications is available to house or medical 


staff day and night. 


6. After-hours calls to the pharmacist on call have been reduced. 
7. Having the emergency pharmacy room available, plus having a 
pharmacist on call, enables the pharmacy department to provide 
adequate 24-hour service to the hospital and thus make a greater 


contribution to better patient care. 
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HERE IS a page from the oral medications 
section of the night reference book. Prepa- 
rations ore arranged alphabetically and are 
cross-indexed. Medication the night super- 
visor is concerned with is Achromycin (circled). 


TABLET container is 
drawer and the requisition double-checked 
with the label. Container, a seven-dram 
vial sealed with a cellulose seal, bears a 
removable numbered sticker on its lid. 


withdrawn from a 


AFTER writing on the container label the 
name and room number of the patient for 
whom the medication is intended, the super- 
visor removes the numbered sticker from 
the lid and places it on the requisition. 
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VE MARU 


N GENERAL HOSPITAL 
Wisconsin 


PHARMACY REQUISITION 


: Ss MEDICATION, ONE ORDER TO A PAGE PLEASE (Print) 
ACHROMYCIN 


& 


ROUTE OF ADMINIS 


no 


=. 


TERRAMYCIN 
BRAL SUSPENSION] 
$250 mg./ 5 mle 
b27~-56a 


(LEFT) PREPARATIONS requiring extemporaneous mixing—this oral 
suspension, for example—are in two separate sealed bottles, one 
containing the correct amount of distilled water and the other the 


Ga 


wy 
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DISON GENERAT 


hiran 


ml. 


medication. 


PHARMACY 


(RIGHT) 


which has 


MADISON GENE 
PHAR 


Mhromyc ir 
(fetracre 


Topical 


been 


place, is 


medication 


shown 


container. 


(Continued ) 


with 
Requisitions 


THE REQUISITION, with gummed label in 


corresponding 


left in the night emergency room for the 


pharmacist, 


who __ithe 


next 


morning 


checks and records them, makes a charge. 


and affixes a prescription number. 


Then 


the medication is replaced in the stock 
of the night emergency pharmacy room. 


WADISON GF INERAL 


Solution of Zephiran | 
1<-2000 


1=2000 


HOSPITAL | 


wisc 


MADISON GENERAL HOSPITAL 
wis | 


olution of Zephiran 


labeled for 


preparations 


contain 


vse with 


proper 


sealed 


amounts of a concentrate to be mixed with a gallon of distilled 
water 


the preparation. 


IF THE nurse must call the floor, phy- 
sician, or intern, or if she must contact 


the pharmacist on call, 


she can do 


without leaving the night pharmacy room. 
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(LEFT) BOTTLE at left illustrates how a prescription reaches a patient 
when pharmacy is open; bottle at right is the same preparation 
made up for the emergency pharmacy room. Everything is the same 
except that the bottle for night use is sealed, the quantity of medi- 


preparations 


(Conclusion of A VERSATILE SOLUTION) 


cine is smaller, and the patient's name and room number have yet 
to be filled in. (RIGHT) Top view of emergency medication box kept 
at each nursing station. The box, 13 by 10 by 5 inches, contains 


and equipment for immediate life-saving measures. 


PROVIDING PHARMACY COVERAGE 
AFTER NORMAL PHARMACY HOURS 


Drug cabinet lightens 


nursing burden at night 


by MRS. MARION KENT, R.N. 


ITHIN THE past few years the 
peewee of the pharmacy 
after hours has become an in- 
creasing and time-consuming 
problem to the nursing service. 
Hartford Hospital, a nonprofit 
general hospital, now has a bed 
capacity of 810 beds and 150 bas- 
sinets. As the hospital has grown, 
so has the medical staff. Con- 
nected directly to the hospital is 
a doctors’ office building provid- 
ing space for 119 doctors, most of 
whom are on the hospital staff. 
Many of these doctors have pa- 
tients in the hospital at all times. 
It is customary for them to make 
early evening rounds among their 
hospital patients after normal 
pharmacy hours. This practice has 
led to many calls for medications 


‘Mrs. Marion Kent, R.N., is night super- 
visor at Hartford (Conn.) Hospital. 
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How an emergency drug cabinet 
lightens the burden on night super- 
visors charged with the responsibility 
of pharmacy coverage is described 
by the author. With an emergency 
cabinet, she explains, comes the im- 
portant advantage of having drugs 
stocked in small quantities in con- 
tainers already labeled by the 


pharmacist. 


not ordinarily kept in stock on the 
floor units. To the nursing service 
has fallen the responsibility of 
pharmacy coverage. 

To meet this problem, day nurs- 
ing supervisors were assigned to 
cover the period from 5 to 7 p.m. 
following the 5 o'clock closing of 
the pharmacy and from 7 to 9 a.m. 
before the opening of the phar- 
macy. Night supervisors were as- 
signed to cover the hours between 


7 p.m. and 7 a.m. Because the night 
period is a very busy one in any 
hospital, providing pharmacy 
service became a time-consuming 
burden for the supervisors. 


SURVEY OF PROBLEM PREPARED 

After several discussions of the 
situation at biweekly supervisors’ 
meetings, it was decided to con- 
duct a thorough survey of the 
pharmacy coverage problem. The 
survey would determine (1) the 
amount of time spent, (2) the type 
of orders filled, and (3) the prob- 
lems encountered by nursing serv- 
ice supervisors in filling pharmacy 
calls. A work group was formed 
by three members of the commit- 
tee on supervision. A record sheet 
was prepared for use by the su- 
pervisors as they met requests 
from nursing service units for 
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drugs from the pharmacy during 
the hours the pharmacy was closed. 
The following information was re- 
quested: 

1. date, time of call, and unit 
making request 

2. medications ordered and 
method of administration 

3. new orders, such as “stat’”’ re- 
quests, orders requisitioned earlier 
but not delivered by pharmacy, or 
drugs ordered early by doctor but 
not requisitioned by nurse 

4. replenishing of floor stock 

5. degree of difficulty with the 
order, such as name of drug or 
dosage ordered 

6. if contact with an “on-call” 
pharmacist was necessary 

7. if trip to the outside phar- 
macy on the ground floor of the 
adjoining medical building was 
necessary 

8. time required to. fill request 
(This included receiving the or- 
der, going to the pharmacy, lo- 
cating the drug, and delivering 
same back to the nursing unit.) 


FINDINGS TABULATED 


The study was carried on for 
two weeks. A tabulation of data 
gathered yielded these facts: 

@ Time spent filling requests 
totaled 27.2 hours, or a daily 
average of 1.94 hours. 

® The number of calls totaled 
172 orders, or a daily average of 
12.3. Most calls came between 
from 5 p.m. to 9:30 p.m. 

Most frequent problems en- 
countered by nursing service su- 
pervisors were: 

1. difficulty with orders (These 
difficulties involved such things as 
(a) name of drug, (b) inability 
to locate drug in pharmacy, (c) 
drug not found in pharmacy un- 
der name ordered, and (d) spell- 
ing of name of drug found to be 
incorrect. ) 

2. difficulty with dosage ordered 

3. phone call necessary to on- 
call pharmacist (A total of 24 
such calls were made for the fol- 
lowing reasons: 

(a) 19 calls, drugs finally lo- 
cated; 

(b) 1, drug found to be out of 
stock; 

(c) 1, request to lend drug to 
another hospital; 

(d) 1, pharmacist not at home 
although on call, causing delay for 
doctor, patient and supervisor; 
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(e) 1, a call for information on 
a very new drug for a doctor from 
an out-of-town hospital; and 

(f) 1, a call for pharmacist to 
come in to fill a prescription. ) 

Conclusions of the survey indi- 
cated there were too many phar- 
macy orders received after hours. 
In view of the fact that there 
were normally only two nursing 
service supervisors on duty after 
5 p.m., the two hours spent daily 
filling the requests was considered 
excessive. 


RECOMMENDATIONS SUBMITTED 


Based on findings of the study, 
the following recommendations 
were submitted for consideration 
by the nursing service supervisors: 

1. that pharmacy coverage by a 
pharmacist be provided until 9:30 
p.m. 

2. that drugs most frequently 
requested be made available on all 
nursing units. 

3. that hospital administration 
work with the medical staff to 
find some way to reduce the num- 
ber of orders requested after 5 p.m. 

4. that concentrated efforts be 
made to instruct all nursing serv- 
ice personnel regarding the phar- 
macy hours and the need for 
prompt ordering of drugs during 
the pharmacy hours. 

Further comment was that the 
study in no way reflected the true 
feelings of nursing service super- 
visors when called upon to meet 
requests for medications.. As a 
group, supervisors in many in- 
stances felt unqualified to make 
decisions regarding pharmacy re- 
quests. The fear of making a mis- 
take was a very real one. Super- 
visors’ respqnsibilities for nursing 
service were considered to have 
become secondary to pharmacy 
calls. 

A direct result of the survey 
and ensuing meetings between 
nursing service and the pharma- 
cist was the establishment (with 
approval of the executive di- 
rector) of a night drug cabinet. 
It was hoped this cabinet would 
save trips to the pharmacy by 
the supervisors and would elimi- 
nate, if possible, the need for 
issuing drugs from large stock 
containers. 

A medicine cabinet on a floor 
not used for patient care was 
chosen for the night drug cabinet. 


It seemed large enough to hold 
medications the pharmacist felt 
would be needed, and it was 
available to all nursing units. 


PHARMACIST CHOSE DRUGS 


The type and quatity of drugs to 
be made available in this night 
drug cabinet was left to the dis- 
cretion of the chief pharmacist. 
His decision was based on the re- 
sults of a three-month study of 
orders obtained from the phar- 
macy after hours. 

Medications chosen by the chief 
pharmacist have proven adequate, 
and to date the system has been 
satisfactory. In addition to select- 
ing the medications, the pharma- 
cist restocks the night drug cabi- 
net every morning. Perhaps the 
greatest advantage of the drug 
cabinet is that drugs are now 
stocked in small quantities in con- 
tainers already labeled by the 
pharmacist. 

A list of drugs stocked in this 
cabinet is posted on each nursing 
unit. Physicians have been noti- 
fied that unless it is designated 
an “emergency drug”, any drug 
ordered outside pharmacy hours 
and not on this list would not be 
dispensed until the following 
morning. This change in routine 
naturally required a great deal of 
adjustment and still presents a 
few difficulties. However, there 
has been a definite decrease in the 
number of calls. 


LIST REVISED PERIODICALLY 

Every six weeks a revised list 
of drugs available at night is is- 
sued to each floor. This list in- 
cludes the new additions made 
during the previous six weeks. 
During the intervals between 
revisions of the list it is the 
responsibility of the floor super- 
visors to write in any new addi- 
tions to lists posted on each nurs- 
ing unit under their care, and to 
bring this addition to the atten- . 
tion of charge nurses. 

As with any new system, there 
is difficulty in making this system 
run smoothly. The major -diffi- 
culty has been acquainting in- 
volved personnel with the set-up. 
In every group there are indi- 
viduals who do not read notices 
and others who resist changes. 
Progress in this area seems slow 
but steady. 
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New! 


McKESSON’S 


Nurse's 
Station Unit 


Organizes 12 feet of shelf space 
into dust-free, compact 2-foot floor space 
—puts everything in finger-tip reach! 


HIS beautiful unit takes so little space that every 

nurse's statton—on each floor of a hospital—can be 
an organized, complete station all in only 2 feet of floor 
space. It saves time, work and footsteps for nurses. It 
keeps order at busy nurse’s stations. 


The two top sections open in one motion to offer at-a- 
glance selections of pharmaceuticals on door-within- 
door shelf space. The flexible lower section has six 
drawers for ampule storage (also available with lower 
section to hold 6 one-gallon containers). 


Locked narcotics cabinet on the inside of the lower door 
may be opened only by the head nurse’s key. For safety 
control, the two outer doors are also locked. 


DIMENSIONS: HEIGHT, 7'— WIDTH, 2’ — DEPTH, 18” 


f Acclaimed at the American Hospital 
Association Convention! 


] 


~ 


Available in your choice of colors 


Hospital White; Blossom Pink; Meadow Green; Powder 
Blue. Finished in several coats of hard, gleaming, hand- 
rubbed lacquer enamel. 

Nurse’s Station Unit is another example of McKesson’s 
careful, scientific planning to help hospitals give their 
patients the best and most efficient service. 


* * 


MAIL THIS COUPON TODAY! 


Hospital Department, McKesson & Robbins, Inc. 
166 &. 44th St., New York 17, N. Y¥. 


Piease send me full information on McKesson's 
Nurses Station Unit. 


Name. 


Address 


City Zone State 
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Serving America’s Hospitals... MCKESSON & ROBBINS 
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new carrom adjustable-height beds 


“ 


ELECTRIC 
ADJIUSTABLE- 
HEIGHT 

e Raises, lowers, at touch 
of a switch 

e Automatic stops at high 
and low positions 

e Powerful, safe, heavy- 
duty, lubricated motor, 
fully protected against 

thermal overload 

a e Light, simple, clean 

is. drive mechanism 


a SHAMPAINE industry 


NEW 
LOW 
PRICES 


MANUAL 
ADIUSTABLE- 
HEIGHT 


e Fingertip operation, 
even under heavy 
load 

Smooth-running, 
ball-bearing crank 
mechanism 

e Single crank for easy 
height adjustment 


Designed and engineered for superior performance at 
prices you can afford to pay! These two new Carrom 
beds can be set up as easily as conventional beds. Inde- 
structible ball-bearing pulleys assure smooth operation, 
posts are accurately machined for easy and noiseless 
height-adjustment. Additional quality features include 
corner posts that accommodate an irrigator rod and frac- 
ture frame, and heavy-duty, Trendelenberg-type spring 
to insure patient comfort. Birch wood end panels add a 
beautiful, home-like appearance. Choice of colors on end 


panels. Write for full details today. 


arromm industries inc. 


LUDINGTON, MICHIGAN 
Offers a complete line of matching fine wood furniture 
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Autchasing 


TARGET: Jeb responsibility 


“Target date” schedules are used 
by the author to coordinate such 
routine hospital functions as inventory 
taking and supplies requisitioning. 
This scheduling system also informs 
administration immediately if any 
phase of the project lags. 


ipa OF the law is no 
excuse” is a basic concept 
that is widely known and accepted. 
Altered slightly to read “Ignor- 
ance of your job responsibility is 
no excuse’, the concept still stands 
but is not so readily acceptable. 
In the former, the laws are written 
and are available for all who are 
interested to read, study and in- 
terpret. In the latter, job responsi- 
bility is rarely available in writ- 
ten form for personnel to study. 
For this reason, an employee 
cannot be held fully liable for 
not fulfilling a responsibility “as- 
sumed” to be his. The concept of 
“Ignorance of your job responsi- 
bility is no excuse” can be applied 
only if proper information is made 
available to personnel. 

Job information can be sup- 
plied in many ways. One way is 
via job descriptions which de- 
scribe for the employee his basic 
Harold A. Schneider is assistant director 
of Maimonides Hospital of Brooklyn 
(N.Y.), and president-elect of the As- 


sociation of Hospital Purchasing Agents, 
New York Chapter. 
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responsibilities. How to prepare a 
job description has. been well 
documented 
personnel 


management: some 
books available include samples 
of descriptions for almost all hos- 
pital positions. 


What's to be done when and by whom 


is set forth in detail in project 


schedules at Brooklyn, N.Y., hospital 


by HAROLD A. SCHNEIDER 


in the literature of 


Another way to supply job in- 
formation, a way that can be used 
in conjunction with the first, 
to give the employee a definite 
work or time schedule specifying 
where or what he should be doing 
for each hour of the day. These 


is 


Fig. 1 
MAIMONIDES HOSPITAL OF BROOKLYN | 
Target dates for monthly storeroom ordering 
Date Responsibility 
10 Deliver requisitions to addressing machine opera- Mr. Pasqua 
tor. 
12 Deliver duplicating machine masters to purchas- Mr. Reuben 
ing department. 
14 Check masters, print bids, add quantities and mail. Mr. Arevalo 
14 Deliver a copy to inventory and stores depart- Mr. Bass 
ments. 
16 Prepare two duplicate expediting lists. Deliver Mr. Lenhardt 
one to purchasing department and one to store- 
room. 
17 Pull inventory cards and deliver to storeroom. Mr. Lenhardt 
19 Review inventory cards, adjust requisition and Mr. Pasquo 
deliver them to purchasing department. 
19 Complete expediting of orders. Mr. Arevalo 
20 Type direct orders. Mrs. Bass 
21 Closing date for bids. Collate bids and deliver Mr. Arevalo 
to assistant director. 
23 Award bids. Mr. Schneider 
25 Type orders. Mrs. Bass 
26 Mail orders. Mr. Arevalo 
Harold A. Schneider 
assistant director 
Jan. 1, 1958 
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schedules are quite satisfactory 


hee. for porters, maids, maintenance 
ie men, cooks, pantry help, and 
similar employees. 

ea OTHER METHODS DESCRIBED 


au Still other methods have been 
described: 

1. check lists itemizing the work 
needed to complete a certain job; 

2. job breakdowns, or detailed 
analyses of a given job; and 

3. classroom and on-the-job 
training. 

A method that has received 


little or no attention in hospital 
literature is scheduling a routine 
hospital project in such a way as 
to inform the employee not only 
how he contributes to the success 
of the project but also to inform 
him of the completion date fixed 
for it. This method works best 
with a routine hospital project 
whose success depends on more 
than one person and/or depart- 
ment. Such projects as. inventory 
taking, payroll make-up, monthly 
financial report, monthly store- 
room requisitioning of supplies, 


The NEW 
DUAL 
PURPOSE 


d 3" 3" 
X 


Three-ply, fine-mesh 


gcuze, lightly impregnated — Sole Maker: 


for use in physician's 
: office, industrial medical 


department, first aid. 


VASELINE 
PETROLATUM GAUZE U 
STERILE 


Now supplied in: 


Shorter length ends waste 
on small area wounds. New Z-fold 
insures perfect graft takes. 
Guaranteed sterile at time of use. 


Gth SIZE of 
VASELINE® 


PETROLATUM GAUZE 


3x 18” 
3x 36” 
6"x 36” 


1/2°x 72° 
1"x 36” 
3x 


CHESEBROUGH-POND’S INC. 


Professional Products Division 
New York 17, N.Y. 


VASELINE is o registered trademark of Chesebrough-Pond's Inc. 


etc., lend themselves well to. this 
method, 

The author has used the last- 
described method successfully for 
a number of years, first at Mt. 
Sinai Hospital in New York and 
currently at Maimonides Hospital 
of Brooklyn. 

At Maimonides a typical routine 
function is preparing the monthly 
supply order for the storeroom. 
Since its policies are to ask for a 
written bid for most items and at- 
tempt to keep a minimum inven- 
tory, it is important that the func- 
tion be properly routinized so that 
the storeroom can expect receipt of 
goods at. prescribed times. Seven 
persons are responsible for the 
successful completion of this func- 
tion: storeroom. supervisor, in- 
ventory clerk, addressograph 
operator, ditto operator, assistant 
purchasing agent, purchasing 
clerk, and assistant director. Five 
departments are involved: stores, 
printing, accounting, purchasing 
and administration. 


‘TARGET DATES’ SET 


To coordinate this function and 
fix responsibility, a monthly ‘‘tar- 
get date’ schedule is used (Fig. 
1). This schedule notes the day 
of the month a particular task is 
to be completed and lists the per- 
son responsible for carrying it out. 
It is revised whenever there is a 
change of personnel or procedure. 

Another routine hospital func- 
tion that occurs twice a year is the 
taking of inventory in the general 
storeroom and in the laundry, 
central supply, and dietary stores. 
Responsibility for their function 
rests mainly with 12 persons and 
seven departments. A target date 
schedule (Fig. 2) has proved most 
successful in organizing as well 
as in directing the project. This 
schedule differs from the one used 
for the monthly supply order in 
that it lists the actual date by 
which each task is to be completed. 

At least a month before inven- 
tory time, the principals involved 
meet to review experiences of the 
past inventory and to make any 
necessary charges in procedure. 
Duties, responsibilities and target 
dates are agreed to. 

The target date schedule is pre- 
pared and distributed as quickly 
as possible after the meeting with 
a covering note (Fig. 3) reminding 
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qpplied in seconds 


“Ic entifica tion 


without tools 


~ Patricia 
4:15A 


Patricia 


Temp, 


St. 


48 


2402 N. 
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Gentlemen: Please send us: 
_ Boxes, B-465 Standard Bands 
Pads, B-466 White Cards 


(Standard) 


Pads, B-481 Pink Cards 
(Standard) 


Pads, B-482 Blue Cards 
(Standard) 


Hospital 
Address 
City 

Signed 
Title. 


PATENT PENDING 


Safe, Inexpensive 


All-Patient Identification Bands 


check this list of features 
against any other band 


Dept. 90, Milwaukee 12, Wis. 


Boxes, B-463 Newborn Bands 
Pads, B-468 White Cards 


(Newborn) 


Pads, B-469 Pink Cards 


(Newborn) 


Pads, B-470 Blue Cards 


(Newborn) 


Zone State 


Have you read 


“The Case for All-Patient Identification’? 
If not, send for your free copy now. 


® Revolutionary one-piece design of pure-white, non-toxic plastic 

® No cumbersome tools or small parts to handle 

® Aren” Bands are strong, supple, simple to apply 

@ Clear “picture window’ card holder formed right into the band 

® Card holds all information recommended by the American 
Hospital Association 

® Standard and Newborn cards in pink, blue and white 

© Tamper-proof snap defies removal by patient 


SPECIFICATIONS 


Bands available in two sizes: Newborn for infants, Standard for 
children and adults. Cards for Standard bands will accommodate 
three lines of typewritten type: Cards for Newborn bands will 
accommodate two lines. All cards approximately 2” long. Standard 
bands adjustable from 314.4” to 84%”. Newborn Bands from 23,” 
to 5". Bands packed 250 in a box, cards 250 to a card. Cards 
are perforated, easy to tear apart. 


BAND PRICES l 4 10 20 40 
B-465 — Standard Bands - $39.00 $36.50 $29.00 $27./5 $25.95 
B-463 — Newborn Bands - 39.00 36.50 29.00 27.75 25.95 


CARD PRICES 


B-466 — White Name Cards for Standard Bands - $ .95 per pad 
B-481 — Pink Name Cards for Standard Bands - $ :95 per pad 
B-482 — Blue Name Cards for Standard Bands - $ .95 per pad 
B-468 — White Name Cards for Newborn Bands - $ .95 per pad 
B-469 — Pink Name Cards for Newborn Bands - $ .95 per pad 
B-470 — Blue Name Cards for Newborn Bands $ .95 per pad 


WILL ROSS, INC. 

Genera/ Offices: Milwaukee 12, Wisconsin 

Atianta 6, Georgia +- Cohoes, New York «+ Dalias 7, Texas 
Minneapolis 14, Minnesota 


Manufacturers and Distributors of Hospital! 
and Sanatorium Equipment and Supplies Since 1914 


Litho in U.S.A 


| 
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Date 


11/29 
12/4 

12/5 

12/9 

12/12 
12/12 
12/16 
12/18 
12/18 
12/18 


12/23 
12/23 
12/23-3) 
12/24 


12/24-26 


12/26-31 


12/27-3) 


MAIMONIDES HOSPITAL OF BROOKLYN 
Target dates for semiannual inventory 


Duty 


Order inventory cards. 

Prepare duplicate inventory book. 

Prepore stencil for internal announcement. 

Print internal announcement. 

Check addressing machine plates. 

Distribution date for internal announcements. 
Serially number 200 duplicate inventory cards. 

Run inventory cards through addressing machine. 
Enter prices in inventory book. 

Prepare storeroom stock cards for inventory 
record (enter inventory date and unit price). 

Check inventory price book. 

Check inventory cards. 

Storeroom closed. 

Final delivery of supplies from storeroom, store- 
room crew to work Saturday (12/21) and Sunday 
(12/22) if necessary. 

Prepare store for inventory (align stock, set aside 
nonmoving and nonstore items, combine stock and 
distribute inventory cards). 

Take physical inventory of storeroom, central 
supply, laundry and dietary. 


Test physical inventory. 


Collect and account for all inventory cords. 


Price central supply inventory and send to Mr. 


Crowley. 

Enter inventory of storeroom and laundry in in- 
ventory book. 

Record inventory on stock cards. ; 
Extend prices of inventory book and send dupli- 
cate copy of inventory book to Mr. Schneider. 
Check inventory book (duplicate copy). 


Harold A. Schneider 
assistant director 


Nov. 29, 1957 


Responsibility 


Mr. Arevalo 
Mr. Arevalo 
Miss Ellis 
Mr. Pasqua 
Mr. Arevalo 
Miss Ellis 
Mr. Pasqua 
Mr. Reuben 
Mr. Lenhoardt 
Mr. Lenhardt 


Mr. Schneider 
Mr. Arevalo 


Mr. Pasqua 


Mr. Pasqua 


Messrs. Crowley, 
Posqua, McClatchey, 
Misses Gregga and 
Jacoby 

Messrs. Crowley, 
Grubel, Plano and 
Schneider 

Mr. Crowley 

Mr. Arevalo 


Mr. Crowley 


Mr. Lenhoardt 
Mr. Crowley 


Mr. Schneider 


all concerned of their responsi- 
bility to maintain the schedule. 


Fig. 2 


For each duty he is to perform, 
the employee receives an extra 


Fig. 3 


TO: 


signature. 
Only with the cooperation of all can we be assured of a successful inventory. 


MAIMONIDES HOSPITAL OF BROOKLYN 


FROM: Harold A. Schneider, assistant director 


SUBJECT: Yeor-end inventory 

The taking of the yeor-end inventory requires the cooperation of many people and 
a number of departments. To help coordinate the inventory taking, the enclosed 
form has been prepored specifying duty, the expected completion date and the 
person responsible for carrying it out. 

In addition to a copy for your files | have enclosed separate copies, circled in 
red, for each of your respective duties. Please return these copies to me after 
you complete your assigned duty, noting the actual completion date and your 


DATE: Nov. 29, 1957 
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copy of the schedule. As duties 
are performed, these copies are 
returned to the person in charge 
of the project with completion 
date and initials noted. This 
built-in follow-up requires mini- 
mal effort in the part of the per- 
son in charge. 


SCHEDULE EASILY PREPARED 


The target date schedule can 
easily be prepared by anyone who 
understands how the function to 
be scheduled is performed at his 
institution. The first step consists 
simply of listing the various tasks 
or duties to be performed and 
stating who is responsible for 
carrying them out. The next step 
is to list next to each duty the 
day of the month it is to be per- 
formed (if it is a monthly func- 
tion) or a specific date for comple- 
tion. The schedule is then arranged 
chronologically, specifying the 
target date for completion, the 
duty to be performed, and the 
person responsible for carrying it 
out. 

Establishing target date sched- 
ules for routine work projects has 
a number of advantages: 

1. Responsibility is pin-pointed. 

2. Employees involved become 
aware that they are part of a hos- 
pital team and that their per- 
formance can help or hinder a 
particular function. 

3. Greater incentive to meet 
the target date is created, since the 
employee knows that the schedule 
has been distributed and failure 
on his part would have to be ex- 
plained to many of his associates. 

4. Employees are usually pleased 
to be listed and are enthusiastic 
about carrying out their duties 
on schedule. 

5. For the person in over-all 
charge of the project, there is a 
great sense of accomplishment as 
the target dates are met. When 
they are not met, he knows it im- 
mediately and can take emergency 


steps to maintain or alter the 
schedule. 
BIBLIOGRAPHY 


1. American Hospital Association. Manual 
of Hospital Housekeeping. Chicago, The 
Association, 1952. 


2. Hotel Waldorf-Astoria Corporation. The 


Waldorf-Astoria Manuals, Stamford, 
Connecticut: Dahl Publishing Com- 
any, 1947 

3. nited States Employment Service and 
American Hospital . Association. Job 
descriptions and organizational anal- 
ysis for hospitals and related health 
services. Washin n, D.C., Government 
Printing Office, 1952. 
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Are you getting 


this protection? 
More than 500 
satisfied users are! 


Personal radiation exposure reduced by as much 
as 95% with Fluorex” image intensification! 
But here are the principal reasons for purchase: 


. More visible diagnostic detail 

.. Restful, two-eye viewing 
. Increased number of examinations per day 

. . No more dark adapting necessary 

. . Patient tensions reduced or banished entirely 
. Radiologist fatigue down, efficiency up 


NOW YOU CAN OBTAIN FLUOREX FEATURES 
IN A DELUXE DIAGNOSTIC GROUP AT LESS 
THAN THE COST OF MANY CONVENTIONAL 
INSTALLATIONS. 


Your Westinghouse representative has a very special message 
for you about this picture. He will also explain the practical 


facts about Fluorex as a self-liquidating investment. J-08366 
| Westinghouse Electric Corporation 
. X-Ray Department, 2519 Wilkens Avenue, Baltimore 3, Maryland | 
: ___Please have your Westinghouse X-ray Specialist contact me. | 
Please send me more information about the Diagnostic Team. | 
NAME 
HOSPITAL OR CLINIC 
| STREET AND NO. | 
CITY__ ZONE STATE 
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Wets in seconds, sets in 4-5 minutes. Gypsona 
casts are exceptionally strong because of high 
plaster content, with almost no plaster loss. And 
more plaster per yard means you use fewer yards 
of bandage. 


Try Gypsona* with your own hands — 
here is quality you can feel 


The easy workability and precise molding qualities of Gypsona 


® 
have made it the most widely used plaster bandage in Europe uUurit 
and other parts of the world. 
Now Curity makes this quality bandage conveniently avail- 


able in this country. 
PLASTER BANDAGES 


Gypsona is made of plaster from a special quarry in England. 
It is purer, creamier and finer-ground than any other. Plastic 
core gives easy control to end of roll, will not “telescope.” 
Waterproof package, too. | 


Gypsona casts are lightweight and strong, with a white, we BAUER & BLACK 2 
porcelain-like finish that stays neat and clean. But do see for _— 
yourself—ask your Curity representative for a demonstration. Division of The Kendall Company 


*Reg. T. M. of T. J. Smith and Nephew Ltd. 


For an appropriately fine cast padding, we direct you to WEBRIL® Bandage 


70 HOSPITALS, J.A.H.A. 


af 
3 
b> 
ae? 
ord 
‘ 
2 
* 
# ‘i 
* 4 Z 
; 
>» 
| 


equipment and sufjhly review 


Chlorinating unit (10C-1) 
Manufacturer's description: With this 


new, automatic chlorinating unit 
operated solely by water power, 
one can inexpensively duplicate 
water purification services usually 
available only in metropolitan 
areas. The unit injects a_ tiny 
stream of ordinary household 
chlorine bleach into the water 
supply in the exact amount and 
proportion needed to safeguard 
health. It also can utilize poly- 
phosphate crystals to prevent min- 
eral stains, lime scale and corro- 


| 
sion. The unit is installed directly 
in the water line and can treat up 
to 43,200 gallons of water daily. 
When installed on a by-pass line, 
it can treat 100,000 gallons of 
water a day. Clayton Mark & Co., 
Dept. H, 1900 Dempster St., 
Evanston, Ill. 


Single sheet file (10C-2) 


Manvfacturer's description: This vertical 
file holds large single sheets such 
as blueprints, drawings, plans and 
maps. Since there is a separate 
file for each sheet, the sheets re- 
main free from wrinkles or creases 
and ready for identification and 
use instantly. The file consists of 
a wall-mounted bracket that ac- 
commodates a maximum of 150 
aluminum hangers. By attaching 


tubular tape to the sheet, a sheet 
can be easily slipped on or off the 
hanger. A 


special envelope is 
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available for filing negatives, sten- 
cils, plates and other materials 
that should not be attached with 
tape. Plan Hold Corp., 5204 Cha- 
kemco St:, South Gate, Calif. 


Portable room air conditioner 
(10C-3) 


Manufacturer's description: Easily placed 


— 


in any sash hospital window, this 
new portable room air conditioner 
is also a heater and dehumidifier. 
The unit weighs less than 60 Ibs.., 
thus making it possible to move 


the unit easily from a central 
storage point to the patient’s room. 
Turned one way in the window, 
the unit cools, dehumidifies and 
circulates filtered air. Rotating it, 
back to front, the unit becomes a 
heat pump to warm the room. 
When placed on the floor, it be- 
comes a dehumidifier. Carrier Cor- 
poration, Dept. H, 300 S. Geddes 
St., Syracuse 1, N.Y. 


New product descriptions in- 
cluded in this section are con- 
densed from reports ‘furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


across 


Plastic-packaged sutures (10C-4) 
Manufacturer's description: With a new 


plastic package, 
sterility technique of sutures is 
necessary. 
metically sealed and guaranteed 
against 
being tested by pressures far in 
excess of normal stress, The surgi- 


no change in 


The package is her- 


leakage, every package 


straight 
package, 


nurse merely cuts 
the transparent 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


Chiorinating unit (10C-1) 

Single sheet file (10C-2) 

Portable room air conditioner (10C-3) 
Plastic-pockaged sutures (10C-4) 
Plastic laminate cabinets (10C-5) 
Microfilm camera (10C-6) 

Humidifier and canopy (10C-7) 
Microfilm enlarger-printer (10C-8) 


PRODUCT 
Accounting systems (10CL-1) 
Aluminum plumbing fixtures (10CL-2) 
Oxygen therapy equipment (10CL-3) 
Complete paper food service (10CL-4) 


PRCDUCT NEWS 


Ladder stabilizer (10C-9) 

Insulated hot food plate (10C-10) 
Expendable hypodermic syringe 
(10C-11) 

Binding machine (10C-12) 

Handy wire bender (10C-13) 
Collapsible chrome furniture (10C-14) 


LITERATURE 


Institutional interiors (1 OCL-5) 
Recipes (10CL-6) 

Synthetic floor finish (10CL-7) 

Flexible rubber doors (1 0CL-8) 


ADDRESS 


HOSPITAL 


(Please type or print in pencil) 
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WHEN YOU 
STANDARDIZE 
ON THE 


STAFF CHIEFS 


base decisions on exact blood- 
pressure readings. 


DOCTORS and 
NURSES 


measure bloodpressure quickly 
and accurately—everywhere in 


the hospital. 


MAINTENANCE MEN 


find repairs minimized; re- 
placement of parts simplified. 


THE ADMINISTRATOR 


saves both time and money 
for the hospital. 


BLOODPRESSURE STANDARD 
THE WORLD OVER 


IT PAYS TO STANDARDIZE ON 
THE BAUMANOMETER* 


W.A.BAUM co., Inc. 


COPIAGUE, L.1., N.Y. 


ejects the reel and frees the suture 
from the reel with a “one-hand”’ 
unwind. The suture is held and 
the reel unwinds by its own 
weight. J. A. Deknatel & Son, Inc.., 
Dept. H, 96-20 222nd St., Queens 
Village 29, L.J., New York. 


Plastic laminate cabinets (10C-5) 
Manufacturer's description: These hospi- 


tal and laboratory furniture items 
are made entirely of a plastic 
laminate material in a wood-grain 
pattern. Plastic T moulding of a 
matching. color is used for the 
edges. The cabinets require no 
maintenance allowance for finish- 
ing, painting, or scratching. A 
damp cloth suffices for cleaning 


purposes. Acid stains and ciga- 
rette burns do not penetrate the 
surface. Great Lakes Cabinet Co., 
Dept. H, 2401 W. Ohio St., Chi- 
cago 12, Ill. 


Microfilm camera (10C-6) 
Manvfacturer’s description: This camera 


combines simplicity of operation 
with precision microphotography. 
A three-position switch on the 
front of the illuminator base con- 
trols the lighting; a convenient 
foot switch provides automatic 
camera action and leaves the 
operator free to handle the ma- 
terial to be microfilmed. The 
camera takes 100 ft. of 35 mm. film 
and provides 750, 14 x 17-in. expo- 
sures per roll at a reduction ratio 
of 11 to 1. Two copying lights il- 
luminate the envelopes, reports 


> 


and other records to be micrv- 
filmed. Atlantic Microfilm Co., 
Dept. H, 28 Railroad Ave., Pearl 
River, N.Y. 


Humidifier and canopy (10C-7) 
Manufacturer's description: Unit pro- 


vides each patient with his own 
“humidity room’. Children and 
adults can have any desired per- 
centage of humidity from 50 to 
100 per cent over their bed. A 
specially designed canopy, which 
envelops the entire bed, gives the 
patient complete freedom of 
movement. Va- 
por output con- 
trol permits the 
amount of va- 
por entering the 
canopy to be 
regulated for 
the amount of 
humidity de- 
sired. The unit 
can also be used 
for introducing 
moisture into 
any oxygen 
canopy or as a 
room humidifier. Walton Labora- 
tories, Inc., Dept. H, 1185 Grove 
St., Irvington 11, N.J. 


Microfilm enlarger-printer 
(10C-8) 


Manvfacturer's description: The machine 
prints enlargements from micro- 
film files automatically and in less 
than 10 seconds. Both a reader and 
a printer, this unit is the first com- 
pletely automatic printer. The unit 
projects microfilm on a viewing 
screen in the usual manner. for 
reading, then makes a ready-to- 


use print when a button is pressed. 
Operation of the machine involves 
turning a knob to move the micro- 
film frames for reading, dialing a 
printing time which is _ rarely 
changed, and then pushing the 
button to make the print. Minne- 


sota Mining and Manufacturing 
Co., Dept. H, 900 Bush Ave., St. 
Paul 6, Minn. 


Since 1916 Originator and Maker of 
Bloodpressure Apparatus Exclusively 
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Ladder stabilizer (10C-9) 


Manufacturer's description: This stabi- 
lizer can be attached to any ex- 
tension. ladder 
in 15 minutes 
and can be ad- 
justed to any 
position in 10 
seconds. Either 
leg can be ex- 
tended 8 lo in. 
for stairs, slants 
or pits. The 
stabilizer has a 
cord - rubber 
base for wood, 
linoleum, tile, 
waxed or slip- 
pery floors and 
reversible steel 
spikes for ice, 
clay, gravel or 
asphalt sur- 
faces. Hydraulic Products Co., 
Dept. H, 509 Westminster St., 
Providence, R.lI. 


insulated hot food plate (10C-10) 
Manufacturer's description: This pat- 


ented dri-hot plate is a revamp 
of an earlier unit. The new prod- 
uct is insulated for maximum 


safety. The insulating in the bot- 
tom underliner retains the heat 
longer, prevents the bottom from 
heating up and eliminates all 
crevices, thereby increasing the 
sanitation factor. In use, a heated 
metal disc is placed on a container 
in the bottom section of the dri- 
hot plate. The china serving plate 
is placed over the _ underliner, 
which contains the heated disc, 
and the cover rests on the china. 
Legion Utensils Co., Inc., Dept. H, 
21-07 40th Ave., Long Island City, 
N.Y. 


Expendable hypodermic syringe 
(10C-11) 

Manufacturer's description: This syringe 
features a legibly calibrated clear 
plastic barrel, a plastic plunger 
and plastic needle protector. It is 
available in 2 c.c., 5 c.c., and 10 c.c. 
sizes. The syringe is packaged in 
a cellophane-wrapped, dustproof 
container and is guaranteed sterile 
and nonpyrogenic. These _indi- 
vidual packages are supplied in 
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the tirst bed designed and engineered especially 


FOR PSYCHIATRIC THERAPY 


+ ; 


FOR USE IN MENTAL HOSPITALS — AND IN 
PSYCHIATRIC UNITS OF GENERAL HOSPITALS 


This Hill-Rom Shock Therapy Bed is a manually operated hilow 
bed. It may be raised to the “high” position for use in giving 
pre-medication and shock treatment, and lowered to the “low’’ 
position for use in the Shock Therapy Recovery Room. Only 26 
turns of the hand crank are required to raise the bed to the “high” 
position or lower it to the “‘low’’ position. 

The bed is ideal for transfer of In-Patients who are to be given 
shock treatment, then removed to the Shock Therapy Recovery 
Room or returned to their own hospital room. 6-inch swivel lock 
casters make the bed freely movable. Brakes on two wheels insure 
the bed remaining securely in one position while patient is getting 
into or out of bed. 

Descriptive literature sent on request. 


Overall width, 33". Overall 
length, 83". Can be easily 
placed in hospital elevator 
or wheeled into small treat- 
ment room. 

The 4° foam rubber mat- 
tress is 28" x 78" and hasa 
non-conductive cover which 
is required for use in shock 
therapy. 

Hill-Rom Safety Sides are 
permanently attached to the 
bed. 


HILL-ROM COMPANY, INC. + BATESVILLE, INDIANA 
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convenient dispensing cartons, 100 
to a carton. Pharmaseal Labora- 
tories, Dept. H, Glendale 1, Calif. 


Binding mdchine (10C-12) 
Manufacturer's description: The machine 


compresses punched or unpunched 
sheet body between two covers. A 
covered steel back is then auto- 
matically formed and placed over 


INDEX 3%6.- Diseases and conditions of the lungs 19s, 

| 37391 22. 1 | J.T. Blank 
“eed seases conditions of the | 


INDEXING FORMS FOR 
DISEASES « OPERATIONS ¢ PHYSICIANS 


Vital for all medical research... and 
essential for hospital accreditation 


v 


v v 


Consider these Important Features of our 
Disease, Operation, and Physicians’ Index Cards 


© Conform to the latest edition of the Standard Nomenclature 


© Designed by a leading authority in the medical record field 


e Available for grouping by etiology and procedure 


© Rulings spaced horizontally and vertically for typewriter use 


Can be conveniently used in either vertical or visible files 


© Entire space utilized to provide for more entries per form 


Economically priced — available from stock 


Available in single or double (folded) card style 


For Samples Write Dept. 24 


Physicians’ Record Company 


161 W. Harrison Street 


Chicago 5, Illinois 
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the binding edge. The machine 
automatically positions itself and 
drills holes through the formed 
back, covers and sheets. Unique 
steel sawtooth lockpins inserted 
through the drilled holes complete 
the binding operation. Royal Mc- 
Bee Corporation, Dept. H, Port 
Chester, N.Y. 


Handy wire bender (10C-13) 


Manufacturer's description: This solid 
aluminum die is useful for mainte- 
nance men and engineering de- 
partments. It makes angles, coils, 
spirals, curves, centered and off- 
center eyes quickly and easily. 
Steel or softer wire; to 5/32” (6- 


gauge), can be bent on this die by 
hand. Instructions and patterns are 
included. Price is $1. The Drum- 
cliff Co., Dept. H, Towson 4, Md. 


Collapsible chrome furniture 
(10C-14) 


Manufacturer's description: This furni- 
ture can be assembled in less than 
a minute and disassembled in less 
than 30 seconds. Six lock pins are 
merely slipped on the tubing and 
tightened. Three models are avail- 
able: a single lounge, double set- 
tee, and a three-section, full-size 
sofa. Each piece has separate, re- 
versible cushions, and seats and 
backs that are interchangeable. 
The unit is upholstered in 26- 
ounce, elastic, cloth-back plastic 
that can be wiped with a damp 
cloth. The frame is constructed of 
one-inch, 16-gauge, steel tubing. 
Seats and backs are hinged for 
compact storage. For dealers 
names, write to Fixtures Manu- 


facturing Co., Dept. H, 1641 Crys- 


tal, Kansas City, Mo. 
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Apoduct 


Accounting systems (10CL-1)—This 
four-page folder explains a new 
principle in collating several re- 
lated records in perfect register 
for simultaneous posting. There 
are five variations of this method 
for maximum flexibility. Speedo- 
graph, Inc., Dept. H, 5440 S. Ash- 
land Ave., Chicago 9, III. 


Mluminum plumbing fixtures (10CL- 
2)—The catalogue shows the ex- 
panded line of unbreakable 
plumbing fixtures. The fixtures 
are recommended primarily for 
institutional use, or wherever fix- 
ture breakage is possible. Alumi- 
num Plumbing Fixture Corp., Dept. 
H, 778 Burlway Rd., Burlingame, 
Calif. 


Oxygen therapy equipment (10CL- 
3)—This new catalogue (No. 18) 
covers an entire line of oxygen 
therapy equipment. Several new 
items of interest to hospitals are 
included. Hudson Oxygen Therapy 
Sales Co., Dept. H, 2801 Hyperion 
Ave., Los Angeles 27, Calif. 


Complete paper food service (10CL- 
4)—The booklet illustrates and 
explains a paper food service line. 
Comments from users, advantages 
of the service, and comparisons are 
included. Dixie Cup Co., Dept. H, 
Easton, Pa. 


Institutional interiors (10CL-5)— 
This 24-page, illustrated brochure 
contains 110 photographs that il- 
lustrate good planning and instal- 
lation of offices, board rooms, lob- 
bies, corridors and special function 
areas such as operating rooms. 
United States Plywood Corp., 55 
W. 44th St., New York 36, N.Y. 


Recipes (10CL-6)—Institutions in 
search of variety in quantity meal 
planning may obtain a free packet 
of more than 50 recipes, featuring 
volume meals with skinless frank- 
furters, skinless smoked links and 
luncheon meats. Recipes, printed 
on 4” x 6” cards are for 25 and for 
100 servings. Food Casings Divi- 
sion, Visking Company, Dept. H, 
6733 W. 65th St., Chicago 38, Ill. 


Synthetic floor finish (10CL-7)— 
This eight-page booklet describes 
a completely synthetic floor finish 
that contains no wax and yet re- 
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SEE COUPON, PAGE 71 


sponds to buffing. The floor finish 
has high water resistance (permits 
damp mopping), yet it is easily 
removed by ordinary cleaning 
techniques. Vestal Inc., Dept. H, 
4963 Manchester Ave., St. Louis 
10, Mo. 


Flexible rubber doors (10CL-8)— 
The doors described in the folder 


are built of multi-layer natural 
rubber casing laminated to ex- 
truded rubber frames. They flex 
with impact and absorb shocks 
while their self-closing feature 
eliminates costly installation and 
maintenance. Stic-Klip Manufac- 
turing Co., Inc., Rubbair Door 
Div., Dept. H, 510 Regent St., 
Cambridge 40, Mass. 


Reliance 


offices 


Ne. 25 GC/S8 
Gynecology 


No. 25 AR 


Eye, Ear, Nose 
& Throot 


F. & F. 


Cincinnati 14, Ohie 


THE CHOICE OF 
PROGRESSIVE HOSPITALS 
AND CLINICS 


No. 25 MOBILE EXAMINATION 
AND TREATMENT TABLE 


Model No. 25 without attachments 


For General Purpose use in 
Hospitals and Doctors’ 


X-ray therapy treatment 

Transporting accident room 
patients 

Minor surgery 


11 inch hydraulic height 
adjustment 

Positive four wheel brakes 

Conductive Rubber Tires are 
standard 

Conductive Cover is optional 
at no additional cost 


See this equipment at your 
Authorized Dealer's showroom, 
or write for brochure. 


Manvfacturers since 1898 


( Dept. H-5, Western Ave. at Noeher St. 


No. 25 GC 


Soecialists’ use 
in clinics 


No. 25 $8 
Spinal onaesthesia 


No. 25 HR 
Proctology 


OTHER MODELS 
ALSO AVAILABLE 
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4,200 hot, nutritious 


meals each school week 


... thanks to GAS 


The efficient dining operation at Franklin College of 
Indiana again proves Gas is best for performance, clean- 
liness, speed and economy. 

“We serve hot, tasty meals to 200 girls 3 times a day, 
7 days a week,” says Ward Borter, Director of Food 
Services. “‘Our streamlined operation uses all Gas cook- 
ing equipment. And . . . we have plans underway for a 
new dormitory for men, plus a student union which will 
include Gas cooking facilities to serve 200 men.” 

Franklin’s modern Gas equipment includes Magic Chef 
ranges and fryer, Groen steam kettle, Blodgett oven, 
Smith-Burkay water heater for a Hobart Dishwasher, and 
Gas coffee urns and Gas heated serving table. 

For information on how you can benefit by using 
Gas and installing modern Gas equipment, call your 
Gas Company’s commercial specialist. He'll be glad 
to discuss with you the economies and outstanding 
results you get with Gas and modern Gas equipment. 
American Gas Association, | 
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heed sewice and dietetics 


Finding no standards 
available, Chicago's Passavant 
Memorial Hospital developed 


its own set of 


PURCHASE 
SPECIFICATIONS FOR 
READY-TO-COOK 
MEATS 


by HENRIETTE D. GEBERT 


and WANDA LANGUM 


READY-TO-COOK meats is 
expedient for many hospitals, 
but a search of published litera- 
ture fails to record any workable 
specifications, except those for 
high-cost steaks and chops. In 
need of these specifications, Chi- 
cago’s Passavant Memorial Hos- 
pital developed its own set in 
cooperation with several meat 
purveyors.* 

It was felt development and 
use of meat specifications would 
help reduce meal costs, since meat, 
excluding poultry and fish, accounts 
for 25 to 30 per cent of raw food 
costs. Specifications for ready-to- 
cook meats would enable the dieti- 
tian to delegate responsibility for 
meat purchasing, yet still control 
her costs. 

When Passavant Memorial Hos- 


Henriette D. Gebert is chief dietitian at 
Passavant Memorial Hospital, Chicago. 
Wanda Langum, chief dietitian at Sher- 
man Hospital, Elgin, lll. was assistant 
administrative dietitian at Passavant Me- 
morial Hospital when this article was 
prepared. 


*The authors wish to express their ap- 
preciation to the following purveyors for 
their assistance in the preparation of 
these purchase specifications: Armour & 
Company, Swift & Company, Wilson & 
Company, Inc., Pfaelzer Brothers, Inc., 
MacKimm Brothers, Inc., Dick Fuller & 
Son, and Arnold Brothers. 
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MEAT BID SHEET SUPPLIED BY THE HOSPITAL AND SENT TO THE 
PURVEYOR FOR WEEKLY MEAT QUOTATIONS ON READY-TO- 
COOK CUTS 
Date. 
Passavant Memorial Hospital 
Chicago lf frozen, please state 
BEEF 29. Legs (Boneless) 
1. Brisket, Corned 30. Riblets 
2. Brisket, Fresh 31. Shanks 
3a. Dried Beef, Sliced 32. Stew (Cubes) 
3b. Dried Beef, Chipped PORK, FRESH 
4. Chuck Roll Roasts 33. Chops (Center Cut) 
5. Clods, Shoulder 34. Chops (End to End) 
6. Chop Suey Beef 35. Chop Suey Pork 
7. Flank Steak 36. Fresh Hams (Boneless) 
8. Ground Beef 37. Ground Pork 
9. Hamburger Patty 38. Loin Roasts 
10. Liver, Yearling 39. Spareribs 
PORK, SMOKED AND CURED 
“12. Rib Roasts, O.P. 40. Bacon, Sliced 
13. Rib-Eye Roasts 41. Bacon, Canadian 
14. Round Roasts 42. Butts (Boneless) 
15. Short Ribs 43. Ground Ham 
16. Sirloin Roasts (Bottom 3vutt) 44. Ham, Cenned 
17. Steaks, Cube 45. Ham, Fully Cooked 
18. Steaks, Cube, Special 46. Ham, Ready-To-Eat 
19. Steaks, Swiss 47. Salt Pork 
20. Steaks, Strip 
2 Steaks, Tenderloin 48. ‘Chops, Loin 
22. Steaks, Butt (Top Sirloin) 49. Cutlets 
23. Stew (Cubes) 50. Ground Veal 
24. Tongue (Cured & Smoked) 51. Leg Roasts 
LAMB “52. Uver, Calves 
25. Chops, Loin ‘53. Liver, Veal 
26. Chops, Rib 54. Steak (Boneless) 
27. Chops, Shoulder 55. Stew (Cubes) 
28. Ground Lamb 56. Sweetbreads 
**Any weebly specials 
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pital 
several 


eliminated cutting 
years ago, it was felt 
ready-to-cook meats would help 
give patients the medium sized 
portions they preferred. Ready- 
to-cook meats would also help 
standardize meat portions in the 
cafeteria, where employees are the 
first to complain if there is a 
variation in the size of the serving 
portions. 


COMPILING THE STANDARDS 


In drawing up specifications, it 
was recognized that hospitals can 
neither afford nor do they need to 
purchase only top graded meats. 
We knew downgrading the specifi- 
cations would not reduce portion 
costs appreciably; moreover, the 
less tender cuts of meat would re- 
quire very careful cooking to be 
palatable. Upgrading the specifi- 


cations would markedly increase 
portion costs. 

Passavant Memorial Hospital 
solved this problem in writing the 
specifications by offering grade 
choices for certain meat cuts, per- 
mitting the hospital to take ad- 
vantage of market conditions in 
purchasing. 

Specifications were developed 
for beef, veal, lamb, and fresh and 
smoked pork cuts. Sausage prod- 
ucts were omitted, because of local 
differences and preferences.. No 
standards were developed for 
frozen tenderized steaks. 

Roast diameters in the specifi- 
cations fit the 8 to 9-inch hospital 
plate. 

Bones, fat and trimmings are 
not included in the specifications. 
Bones, if desired, can be pur- 
chased for a trifling cost. 


As most of the roasts are bone- 
less, four servings per pound can 
be expected. With variance in 
serving portions, however, each 
hospital should construct its own 
chart of yields. 


OBTAINING PRICE QUOTATIONS 


Each purveyor is furnished with 
a set of our specifications and the 
meat bid sheets. The bid sheet on 
p. 77 lists all the meat items and 
the purveyor’s price offerings for 
the week. The hospital receives 
weekly bids by mail, which saves 
time both for the purveyor and 
the dietitian. 

In addition to providing the 
purveyor with meat standards, the 
set of specifications beginning be- 
low can be used by the meat re- 
ceiving employees when they 
check and weigh in purchases. 8 


PURCHASING SPECIFICATIONS FOR READY-TO-COOK MEATS 


PASSAVANT MEMORIAL HOSPITAL, CHICAGO 


The purpose of these specifications is to provide a basis for equal bidding by selected 
purveyors so that the hospital will obtain the desired product at the lowest reasonable cost. 


GENERAL SPECIFICATIONS 


1. INSPECTION 


2. GRADING 


3. GRADING 
CERTIFICATE 


4. CARE OF 
PREPARATION 


5. HOSPITAL 
INSPECTION 


78 


All meats and meat products must be 
inspected and passed by the Bureau 
of Animal Industry of the U.S. De- 
partment of Agriculture and shall 
bear the stamp indicating such in- 
spection before prefabrication. 


All meats and meat products which 
are required to be of a specified U.S. 
grade shall be cut from carcasses 
which have been so graded by an 
official grader of the Meat Grading 
Section Standardization and Grading 
Division, USDA. 


The hospital will, from time to time, 
request a special grading of pre- 
fabricated meats and meat products. 
When such inspection is requested, 
an official “meat grade certificate” 
shall be issued to the hospital. Costs 
of such grading and inspection to be 
borne by the purveyor. 


All meats shall be freshly cut, and 
show no signs of staleness, mold, 
aging or off odors. All prefabricated 
cuts will be carefully prepared in 
accordance. with the best commercial 
practice, following the specifications 
given for each product on the follow- 
ing pages. Portion cuts allowed a 
one-half ounce tolerance over or un- 
der, unless otherwise specified. 


Compliance with grading and pre- 
fabrication requirements will be de- 
termined by the quality and condi- 
tion of the meat at the time of 
delivery to the hospital with the ex- 


6. FROZEN MEAT 
AND 
MEAT PRODUCTS 


ception of frozen prefabricated prod- 
ucts. 


When frozen meats and meat prod- 
ucts are requested for purchase the 
following applies: 

a. The boxes shall be clearly 
stamped with the date and year 
placed in freezer storage. This may 
be in code provided the hospital is 
supplied with the coding information. 

b. Frozen meats shall not have 
been in storage more than 120 days. 

c. Final acceptance of all frozen 
meats will be dependent upon the 
condition of the meats after defrost- 
ing by the best accepted method, i.e. 
holding 24 to 36 hours at a 34° to 38° 
temperature. 


CUT 


DESCRIPTION 


BEEF 


1. Brisket, 
Corned 


2. Brisket, 
Fresh 


(NOTE: Based on Chicago Style cut- 
ting.) 


Packers top quality cut from car- 
casses graded U.S. Good, or US. 
Choice. Deckle off, boneless, lean. 
Mild garlic or mild cure, whichever 
is specified. Briskets excessively 
pumped with moisture not accept- 
able. To be trimmed of outside fat 
and sternum fat in excess of %”. Re- 
maining fat to be pinkish white. 9-12 
lbs. 


To be cut from carcasses graded U.S. 
Good. Deckle off, boneless, standard 
cut 5-rib brisket. To be trimmed of 
outside fat and sternum fat in excess 
of %”. 9-12 lbs. 
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DESCRIPTION 


13. 


Clods, 
Shoulder 
(boneless) 


Chop Svey 


Liver, 
Yearling 


Oxtails 


Rib Roasts 


Rib-eye Roasts 
(boneless) 


Packers top quality. Shall consist of 
uniform wafer thin center slices of 
good color. 


Packers #2 quality. May consist of 
wafer thin slices or chips of fairly 
good color from whole round or 
knuckle. 


To be cut from carcasses graded U.S. 
Prime, U.S. Choice or U.S. Gaod, 
whichever is specified. Each roll to 
be cut even with last rib of chuck, 
and not to extend into fat adjacent to 
knuckle joint. Completed roll not to 
exceed 6” in diameter, approximately 
14” in length; 7 lb. minimum, 9 Ib. 
maximum weight; carefully rolled 
and tied with string. 


To be cut from carcasses graded U.S. 
Prime or U.S. Choice, whichever is 
specified. Cut out of 14-18 Ibs. clod, 
standard trim, not cut deep over ribs. 
Each clod cut lengthwise into two 
roasts, excess fat removed; carefully 
rolled and tied with string. 6 Ib. 
minimum, 8 lb. maximum weight. 


To be cut from carcasses graded U.S. 
Good, U.S. Standard or U.S. Com- 
mercial, whichever is specified. Bone- 
less and lean fully trimmed in excess 
of 15% fat, cut into definite 1” by 
1%” by %” pieces. 


To be cut from carcasses graded U.S. 
Choice. Membrane removed from one 
side and excess fat trimmed from 
bottom end. Weight 1 Ib. 8 oz. to 
2 lb. 8 oz. 


To be freshly ground, standard %” 
and 3/16” grinds, with no preserva- 
tives or coloring added. Absolutely no 
gristle and no more than 15% fat. 


To be freshly ground, standard %” 
and 3/16” grinds, with no preserva- 
tives or coloring added, no gristle 
and no more than 18-25% fat. Four, 
5, 6 or 7 equal weight and size pat- 
ties to the pound, whatever is speci- 
fied. 


Packers top quality or graded U.S. 
Number 1 Steer or Heifer livers. 
Shall be of good conformation, thick, 
plump, of light chocolate brown color, 


deveined, skinned and free of all 
blemishes. Portion cut into 3-oz. 
slices. 


From steers, export, short cut. Mini- 
mum weight 1 Ib. 4 oz. 


To be cut from 22-24 lb. ribs graded 
U.S. Choice or high U.S. Good, which- 
ever is specified. Oven prepared, 
blade out, chine bone off, seven rib 
cut, 8” from inside of chine bone to 
short rib. Finished roast 15 lbs. mini- 
mum, 17 lbs. maximum weight. 


To be cut from careasses graded high 
U.S. Standard, from a 7-rib cut with 
lip completely removed. Each fin- 


ished roast tagged showing grade. 
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CUT 


DESCRIPTION 


14. 


17. 


21. 


23. 


Round Roasts 
(boneless) 


Short 
Ribs 


Sirloin 
Bottom Butt 
Roasts 
(boneless) 


Steaks, Cube 


Finished weight 6 lbs. minimum, 9 
lbs. maximum. 


To be cut from carcasses graded U.S. 
Prime, or U.S. Choice, whichever is 
specified. Rump and shank off rounds, 
no shank meat, fat trimmed in ex- 
cess of 1”. The inside or top round 
is cut lengthwise into three roasts, 
4 to 41%” in diameter, one outside or 
bottom round roast is made parallel 
to the face of the round, 4 to 4%” 
in diameter. The remainder of the 
bottom round is split lengthwise into 
two roasts 4 to 4%” in diameter. All 
six roasts weighing 4 to 6 lbs. each, 
to be rolled and tied with string. 
Bones, fat and trim not to be in- 
cluded in weight or price. 


Fabricated from carcasses graded 
U.S. Choice, U.S. Good or U.S. Stand- 
ard, whichever is specified. To be 
cut out of 4th, 5th, 6th and 7th ribs, 
trimmed lean, containing at least 
70% lean meat. Cut into 6-oz. por- 
tions, with a %-oz. tolerance. Bones 
over 3” long to be cut crosswise in 
half, portion cut piece no longer than 
5” and as near square as possible. 


To be cut from carcasses graded U.S. 
Choice or U.S. Good, whichever is 
specified. Cut and trimmed accord- 
ing to best commercial practice, with 
outside fat in excess of %” removed. 
Finished roasts 6 lbs. minimum, 8 
lbs. maximum. 


To be cut from rounds graded high 
U.S. Standard, or sirloin butt graded 
U.S. Commercial. Cut into 4-oz. por- 
tions and cubed once. 


To be cut from rounds graded U.S. 
Choice; cut into 4 or 5-oz. portions, 
whichever is specified, and cubed at 
least twice. 


To be cut from bottom round, graded 
U.S. Choice. Excess fat trimmed to 
%4”. Cut into 4-oz. portions, not 
cubed. 


To be cut from 8%”, 7 to 9 Ib. bone- 
less sirloin strip, graded U.S. Choice. 
Ten to 13-oz. steaks, with a minimum 
thickness of %4”, trimmed of fat in 
excess of %”. 


To be cut from carcasses graded U.S. 
Good or U.S. Standard, whichever is 
specified. Trim fat in excess of %%4” 
Steaks portion cut to 5 oz. 


To be cut from carcasses graded U.S 
Choice. Portion cut into 5-oz. steaks 
measuring 3%” by 3” by %4”. Whole 
sirloin butt or center cuts only as 
specified. 


To be cut from carcasses graded U.S. 
Choice, U.S. Good, U.S. Standard, o: 
U.S. Commercial, whichever is speci- 
fied. Boneless, defatted, 85% lean. 
no shank meat. Cut into definite 1” 
to 1%” dice. 
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| CUT | | | 
3. Dried Beef, 
Sliced 
4. Chuck, 
Shoulder 
(boneless) 
Beef 
7. Flank 
Steak 
8. Ground 
Beef 
18. Steaks, Cube 
Special 
| 9. Hamburger 
Patty 
19 Steaks, 
Swiss 
10. 20. Steaks, 
Strip 
(boneless ) 
Steaks, 
Tenderloin 
22. Steaks, 
Top Sirloin 
Butt 
(boneless) 
Stew 
(cubes) 


is 


CUT 


DESCRIPTION 


24. Tongue, 
Cured and 
Smoked 


LAMB 


25. Chops, 
Loin 


26. Chops, 
Rib 


27. Chops, 
Shoulder 


28. Ground 
Lamb 


29. Legs, Oven 
Prepared, 
(boneless ) 


30. Riblets 


31. Shanks 


32. Stew 
{cubes ) 


PORK, FRESH 


33. Chops, Center 
Cut 
(bone-in) 


34. Chops, End 
to End 
(bone-in) 


35. Chop Suey 
Pork 


Packers top quality. Shall be short 
cut, soft tipped, plump, solid, closely 
trimmed, no excess gullet, good color, 
free of all imperfections, evenly and 
properly sweet pickle cured, mild, 
smoked tongues excessively pumped 
with moisture not acceptable. 


(Fell skin must be removed from all 
lamb cuts.) 


To be cut from standard 7-8 lb. 
trimmed loins graded U.S. Choice. 
Portion cut 5 oz. each, trim exterior 
fat in excess of %”, not to contain 
excess kidney fat; tail of chop, meas- 
ured from the eye, not to exceed 2”. 
Meat to be pinkish red color with 
clear white brittle fat. 


To be cut from graded U.S. Choice 
racks. Otherwise same as loin chops. 


To be cut from graded U.S. Choice, 
4-rib, lamb sWoulders; cutting round 
bone first and then cutting blade up, 
but not removing knuckle joint. Por- 
tion cut 4-oz. each; trim exterior fat 


in excess of 


To be freshly ground; standard % 
and 3/16” grinds with no preserva- 
tives or coloring added. Good color. 
Fat not to exceed 20%. 


To be cut from carcasses graded U.S. 
Choice. Remove center bone from 
shankless leg without deep cuts or 
splitting leg; trim exterior fat in ex- 
cess of 4”: roll tightly and tie with 
string. Completed roll should weigh 
5 lbs. 8 oz. minimum, 8 Ibs. maxi- 
mum. Bones, fat and trim are not to 
be included in weight or price. 


To be cut from breasts graded U.S. 
Choice. Portion cut into 4 oz. pieces 
with bone length a maximum of 3”. 


To be cut from lamb graded U.S. 
Choice. Remove trotter bone; fin- 
ished weight 8 oz. minimum, 1 Ib. 
maximum. 


To be cut from carcasses graded U.S. 
Choice. Boneless, defatted, 85% lean. 
Cut into definite 1” to 1%” dice. 


(All fresh pork shall be packers top 
quality: Pork which is oily, dark in 
color, or with coarse muscle fiber, 
will not be accepted.) 


To be cut out of 10-12 lb. bladeless 
loins. Tenderloin removed. Portion 
cut into 5 oz. chops, external fat not 
to exceed 4”. 


To be cut out of 10-12 lb. bladeless 
loins. Tenderloin removed. Portion 
cut into 5 oz. chops, external fat not 
to exceed 


Boneless, lean, fully trimmed in ex- 
cess of 15% external fat; cut into 
definite 1” by 4%” by %” pieces. 


CUT 


DESCRIPTION 


36. 


37. 


38. 


39. 


PORK, SMOKED 


Leg of Pork, 
Scotch Hams, 
Fresh Hams, 
(boneless 
skinless) 


Ground Pork 


Loin Roast 
(boneless ) 


Spareribs 


AND CURED 


41. 


42. 


43. 


45. 


46. 


47. 


Bacon, Sliced 


Bacon, 
Canadian 


Butts, Smoked 
(boneless) 


Ground Ham 


Ham, Canned 


Ham, Fully 
Cooked, 
Smoked 
(boneless) 


Ham, Ready- 
to-Eat, Smoked 
(boneless) 


Salt Pork 


VEAL 


48. 


49. 


Chops, Loin 


Cutlets 


Shall be relatively short, thick and 
plump. Short shank, external! fat not 
to exceed %”. Boneless weight 10 to 
12 lbs. 


To be freshly ground, standard 3/16” 
grind; with all exterior and excessive 
fat removed. Fat not to exceed 30%. 


To be standard cut out of 14-16 Ib. 
loins, all bones removed, externa! 
fat not to exceed Finished weight 
10 lb. minimum, 12 Ib. maximum. 


To be cut 3 lbs. and down spareribs 
into 8 oz. portions with a 2 oz. toler- 
ance, as near square as possible. 


(All cured and smoked pork should 
be packers top quality. To be cured 
or cured and smoked according to 
best commercial practice.) 


To be square-cut, boneless, seedless, 
rind-trimmed. 20-24 or 24-28 slices 
per pound, whichever is specified. 


To weigh 5-7 lbs. each. Exterior fat 
not to exceed '%”. 


To weigh 1 lb. 8 oz. to 4 Ibs. each. 
Shall be trimmed according to best 
commercial practice. To show. no 
blemishes or signs of excessive 
plumping. Not excessive in fat or 
saltiness. 


To be freshly ground once, standard 
3/16” grind of fully smoked meat, 
good color, all exterior and excessive 
fat removed. Fat not to exceed 30%. 


10 lb. average. Shall be whole pull- 
man, ready-to-eat, boneless, skin- 
less, trimmed ham which will yield 
full, square slices. No splits accept- 
able nor hams having excessive 
water or gelatin. 


10 to 12 Ibs. each. Skinless, exterior 
fat trimmed in excess of 42”, squared 
ends. To be sweet in flavor. 


8 to 12 lbs. each. Rolled with squared 
ends; covered with visking case. 


To be thoroughly dry cured pork 
belly. Firm, free of blemishes, seed- 
less, and reasonably square cut. 


(Grayish pink lean meat, smooth and 
velvety.) 


To be cut from standard cut 4 to 6 
lbs. loins graded U.S. Good. Kidney 
out, excess kidney fat removed: with 
tail not over 2” measured from the 
eye. Portion cut 5 oz. chops. 


To be cut from leg graded U.S. Good. 
Solid meat; cubed once. Portion cut 
3 oz. or 4 oz., whichever is specified. 
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Try these quick-serve 


popular 


low-cost meals | 


Save money! No costly ingredients to prepare .. . 
no waste .. . no guesswork! Each Chef product is 
a complete formula, prepared by chefs for chefs in 
the institution, hotel and restaurant fields. All 


designed for convenient, economical mass feeding. 
Save time! Ravioli, Sauces, all fine Chef products 
come ready to serve—make appealing meals in min- 
utes. Always popular . . . so serve them regularly! 


SPAGHETT! MEATLESS 


SAUCE 


SPAGHETT! 


With MEAT 


Yield per #10 can: 14 servings Yield per #10 can: 21 servings. Cost per serving: 6¢ 
Cost per sorveng} 10¢ to il¢ ; Chef Sauce is a brown sauce base found only in the better sauces. 
Chef Ravioli is a complete main with tomato, beef (or mushrooms), Perfect on spaghetti, rice, meats, 
dish: tender macaroni pies filled and special Italian seasonings... vegetables-—-or as the base for 
with pure beef, cooked in a rich has the desired clinging quality chefs’ own formulas. 


Italian-style meat-tomato sauce. 


Serve Chef for menu variety © Ravioli “7 


Available from your institution wholesale dis- 
tributors. 

Write today for product folder, cost portion 
chart which gives yield per can and cost per 
serving. Free samples available, too. Please 
specify product. 


¢ Spaghetti and Meat Balls 


¢ Spaghetti Sauce with Meat or 
Mushrooms 


* Spaghetti with Tomato Sauce 
and Cheese 


* Sauce with Meat Balls 
¢ Chili Con Carne with Beans 
¢ Meat Balls with Gravy 


Institution Products 
*Made in the Chef Boy-Ar-Dee® kitchens of 


AMERICAN HOME FOODS 


Division of American Home Products Corporation, 22 East 40th Street, New York City 
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RAVIOL! | 
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CUT 


DESCRIPTION 


50. Ground Veal 


51. Leg, Oven 
Prepared 


52. Liver, Calf 


To be freshly ground once, standard 
3/16” grind, light color, fat not to 
exceed 10%. 


To be cut from meat graded U.S. 
Good, U.S. Standard 18 to 22 Ibs., 
bone-in-leg. Leg to be cut into three 
pieces, tightly rolled and fully tied 
with string. Completed rolls to weigh 
4 to 5 lbs. each. Bones, fat and trim 
are not to be included in weight or 
price. 


U.S. Good, of good conformation free 
of all blemishes, light color. To weigh 
no more than 4 lbs. 8 oz. to 6 Ibs. 
each. 


DESCRIPTION 


CUT 
53. Liver, Veal 
54. Steak 
(boneless ) 
55. Stew, Cubes 
56. Sweetbreads, 
Frozen 


U.S. Good, of good conformation free 
of all blemishes, light color. To weigh 
1 Ib. 8 oz. to 3 lbs. each. 


To be cut from shoulder or rib eye 
graded U.S. Good. Solid meat; cubed 
once. Portion cut 3 oz. or 4 0z., which- 
ever is specified. 


To be cut into 1” to 1%” dice, 
trimmed and boneless, out of white, 
lean veal. U.S. Good or U.S. Stand- 
ard. 


5 lb. pail of broken pairs. Good con- 
formation, light pinkish gray color. 
U.S. Good. 


NOTES AND COMMENT 


Vegetable salad recipes featured in menus 


Recipes for two easy-to-prepare salads—raw cauliflower salad and 
green bean and onion salad—are presented here through the courtesy 
of Sister M. Justina, chief dietitian of St. Alphonsus Hospital, Boise, 
Idaho. Sister Justina has included these popular salads in Monday’s 


menus on p. 86. 


RAW CAULIFLOWER SALAD 


The recipes are as follows: 


RAW CAULIFLOWER SALAD 
(Yield: 2 gal.) 
5 medium or 6 small heads of raw 
cauliflower flowerlets 
bunch parsley, chopped 


1 Ib. bell peppers, chopped 


GREEN BEAN AND ONION SALAD 


pers, green onions and tops, diced 
celery and sliced olives. 
3. Add french dressing and mix 


lightly. Let marinate 2 to 24 hours. 
4. Make radish roses. 
5. At service time, place salad 
on lettuce leaf, salt to taste, and 
add radish rose for garnish. 


GREEN BEAN AND ONION SALAD 
(25 servings) 

2 No. 10 cans whole green beans 

4 onions 
1% vinegar 

oil 

1 small can pimiento 

Lettuce leaves 

1. Drain juice from the cans of 
beans. 

2. Slice onions and _ separate 
rings. Chop remaining parts of 
onion. 

3. Mix oil, vinegar and chopped 
onions with bean juice. 

4. Pour the juice over the beans. 

5. Let marinate in the can. 

6. If pimientos are not sliced, 
slice with a wavery vegetable 
cutter. 

7. At service time, arrange bean 
salad in a parallel bunch on a 
lettuce leaf. Garnish each salad 
with onion ring and strip of pi- 
miento in the center of the ring. ® 


AT CHICAGO HOSPITAL— 


2 bunches green onions with tops, 
finely chopped 
1 qt. diced celery 
1 ec. stuffed olives, sliced 
3 e. french dressing 
2 bunches radishes 
Lettuce leaves as needed 
1. Place cauliflower in large 
mixing bow] and break heads into 
flowerlets. 
2. Add chopped parsley, pep- 
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“The time has come,” the wal- 
rus said, “to speak of many things 
—of shoes and ships and sealing 
wax and cabbages and kings, and 
why the sea is boiling hot and 
whether pigs have wings.” At 
Chicago’s Alexian Brothers Hos- 
pital, the time has come to speak 
of seal flippers. ~ 

As a matter of fact, many mem- 
bers of the medical staff are still 


It’s flippers for medical staff dinner 


speaking of them. The reason: a 
special dinner held May 7 at the 
hospital for the 45 staff doctors 
who have been on the medical 
staff for at least 20 years. Seeking 
something different to serve from 
the normal banquet fare, the hos- 
pital chose seal flipper pie. 

The choice of entree was the 


(Continued on page 84) 
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HOW TO CUT AND USE ORANGES 


To help standardize names for cut-portions of oranges in writing 
and interpreting recipes, Sunkist Growers have assigned the following 


terms and descriptions to various cut-portions of oranges. This material 
is included in a folder, How To Un-Zip An Orange, which is available 
without charge from Sunkist Growers, Consumer Service Division, Box 
2706, Terminal Annex, Los Angeles 54, Calif. 


CARTWHEELS—peeled or unpeeled. Slice WEDGES—Picce unpeeled orange on 
orange crosswise in any thickness. For end, cut into 6 equal pieces. USE— 
halfwheels, cut cartwheels in two. USE— breakfast fruit. 


salads and desserts. 


ORANGE FLOWER—Pioce unpeeled 
orange on end. Cut into eighths, slicing 


CHUNKS—peeled or unpeeled. Remove 
almost to the bottom peel. Spread “petals” 


caps. Cut orange in half lengthwise. Place 
half orange cut side down and cut length- gently. USE—seleds. 
wise again. Slice crosswise. USE—salads 


and desserts. 


HALVES—Simply cut unpeeled orange in 
two and eat the meot with a small spoon, 
as you would grapefruit. USE—breakfast 
BITE SIZE PIECES—Cut peeled orange in fruit. 

half lengthwise. Place half orange cut 


side down and cut lengthwise three more 
times. Slice crosswise 4 or 5 times. USE 
—ice cream topping. 


SHELLS—Score orange around middle 
with knife point; peel away from fruit 
with spoon handle. OR: use reamed 
halves. Edges can be notched with scis- 
sors. USE—+salods. 


SEGMENTS——Pee! orange, gently sepa- 
rate into natural divisions. USE—desserts. 


SECTIONS—Pee! orange. Cut sections half- GRATED PEEL—Woash orange. Using 


way between segment walls so that mem- medium grater, remove only the outer, 
brane is in the center of the “meat.” orange-colored layer, which contains 
USE—salads. flavor-giving oils. USE—icings. 
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... the safe, sanitary 
way to’round-the-clock 
coffee service 


Sure there is a way to make cof- 
fee available to the staff around 
the clock, and right on the floor 

a safe, sanitary way. The 
secret is instant coffee and Pream 
packets. 


Pream is a powder made 
100% from fresh, sweet cream 
and other dairy products 
sealed for flavor and freshness 
in a single-serving foil envelope. 
It gives coffee a sparkling rich- 
ness and flavor which fresh 
cream can't beat . . . and with- 
out any of the spoilage and con- 
tamination involved in using 
perishable fluid cream. Pream 
requires no refrigeration. Wher- 
ever there's a place to heat a pot 
of water, there’s a place where 
your staff can enjoy a refreshing 
cup of coffee with Pream . . . and 
stay right on the job while they 
do it. 

Pream packets are the answer 
to easier, more sanitary, less 
messy coffee service for patients, 
too. For complete details and 
free samples of this modern 
method of “creaming” coffee, 
just mail the coupon below. 


M & R Dietetic Laboratories, Inc. 
601 Cleveland Ave., Columbus 16, Ohio 


Yes, please send me more informa- 
tion and some free samples of 
Pream Packets. 


Name 
Title 
Hospital 


City State 
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outgrowth of a conversation be- 
tween Brother Benignus, operat- 
ing room supervisor at the hospi- 
tal, and a staff doctor. Brother 
Benignus spoke nostalgically of 
seal flipper dinners in Newfound- 
land, where flippers are considered 
a delicacy. His descriptions of the 
dinner inspired the doctor to re- 
quest the meal. Thus began the 
search for the flippers. 

After unsuccessful attempts to 
secure the flippers through a New 
York market, the Canadian con- 
sulate was contacted: it in turn 
forwarded the request to the At- 
lantic Fishery Association in Nova 
Scotia. The association notified the 
Fisherman’s Market in Halifax 
who cabled Labrador-bound seal 
hunting ships in the Atlantic 
Ocean. After shipment by air, the 
seal flippers arrived at Alexian 
Brothers Hospital on April 7. On 
May 7 the seal flippers were pre- 
pared into a seal flipper pie And 
served for the medical staff anni- 
versary dinner. 

Flippers are the wing-like pro- 
jections with which seals flip 
themselves. Each cleaned flipper 


weighs 8 to 16 ounces. The meat is 
tender and tasty, but, according 
to Brother Benignus, you have to 
be born in Newfoundland to 
really appreciate it. 

Brother Benignus recalls that it 
isn’t April in St. John’s, New- 


ater 
ip 
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foundland, without at least one 
flipper pie. He reports that nearly 
all the men’s clubs in St. John’s 
serve a flipper supper some time 
in April and tickets are sold out 
long ahead of time. 

In preparing the flippers, Bro- 
ther Benignus warns, the most im- 
portant thing is complete removal 
of the fat. To remove the fat, the 
flippers are soaked in cold water 
with one tablespoon of soda for 


se 


one to two hours. The soda turns 
the fat snow white. The fat is 
then removed. 

The seal flippers are then ready 
for pan frying and baking. Here 
is the recipe: 


SEAL FLIPPER PIE 
(25 servings) 

5 lbs. seal flippers (1" cubes) 
Flour for dredging 
Salt and pepper for seasoning 
1'% Ibs. fine minced onions 

1 tb. green pepper, chopped 

th. cubed carrots 

1 tb. frozen green peas 

25 individual pie crusts 


1. Dredge flippers in flour. Sea- 
son with salt and pepper. ; 

2. Sauté flippers in bacon drip- 
pings for 15 minutes. 

3. Place flippers in roasting pan. 
Add onions, green peppers and 
carrots. 

4. Pour 3 qts:. of beef, chicken 
or pork stock over flippers and 
vegetables. Cover. Bake in 350’F. 
oven for 90 minutes, or until ten- 
der. 

5. Mix flippers with 3 qts. white 
sauce and peas. Spoon mixture 


SIGN OF GOOD TASTE 


REG US. Oat OFF 
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ME 
b 
iad = The purity, the 
is 4 ’ 

| i 7 wholesomeness, 

A refreshment has helped 
best-loved sparkling 
rink in all the world. 


into 8-ounce casseroles. Top with 
pastry cover. 

6. Bake in 350°F. oven for 15 
minutes, 


Department heads explore 
communication techniques 


More than 100 dietitians, house- 
keepers and directors of nursing 
explored new ways of improving 
their working relationships at the 
first AHA-sponsored institute for 
three department heads. Twenty- 
one hospitals sent their dietitians, 
directors of nursing and executive 
housekeepers to the five-day in- 
stitute in Chicago last month. 

Working on the premise the chief 
roadblocks in the _ interdepart- 
mental relationship were ones of 
human relations, the institute was 
primarily devoted to lectures, dis- 


cussions and group participation in 
communications skills. On Tuesday 
afternoon, for example, three 
speakers outlined the philosophy 
and ways of telling the employee 
about the hospital, its policies and 
the details of his job. 

Howard F. Cook, executive di- 
rector of the Chicago Hospital 
Council, suggested selling the em- 
ployee on his part in total patient 
care when telling him about the 
hospital. He said employees should 
be informed of the “history of the 
organization, its products, organi- 
zation, industrial relations policies, 
employee activities, regulations, 
safety features, and job routines 
and job advancements.” 

Mortimer Zimmerman, execu- 
tive director of Louis A. Weiss 
Memorial Hospital, Chicago, 


stressed the need for written, uni- 
form personnel policies. He said 
the policies should be “well 
thought out, an expression of man- 
agement’s philosophy, specific in 
principle but not necessarily in 
detail, permanent but not inflex- 
ible, and unified.” 

Mr. Zimmerman reported many 
hospitals have such policies but 
they are not known. He recom- 
mended wide dissemination of the 
policies, in writing, through house 
organs, memos and periodic re- 
view conferences. 

Mary Waller, coordinator of the 
Short Course in Hospital House- 
keeping at Michigan State Uni- 
versity, listed job analysis and 
posting of schedules as two effec- 
tive ways of keeping employees 
informed about their jobs. e 


Summer Cycle Menu 
for the North-Northwest 


HE 21-DAY selective summer 
| Goal menu and market orders 
for perishables are designed for 
hospitals in the North-Northwest. 
These menus, which are to be used 
during June, July and August, 
feature foods popular in the north- 
ern and northwestern parts of the 
country. 

The menus in this issue are the 
‘final set in a four-part series of 
summer cycle menus published in 
this Journal. Summer cycle menus 
for the Midwest were included in 
the April 1 issue of HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION. The South- 
Southwest summer cycle menus 
were published in the April 16 
issue of the Journal. The East 
menus were .included ‘in the May 
l issue. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a 
moderate to low cost food budget 
was used. 

This cycle menu features a choice 
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of entree, vegetable, salad and des- 
sert on the noon and night menus. 
Two cereals and two fruits are 
offered on the breakfast menu. 
Since one of the choices offered 
is designed .for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 


The spring cycle menus, published 
in the January and February issues of 
this Journal, are for use during May. 
The Midwest and South-Southwest cycle 
menus were included in the January | 
and 16 issues, respectively. The Febru- 
ary | and 16 issues featured cycle 
menus for the East and North-North- 
west, respectively. 


items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 


food, poultry, and fresh and frozen 
fruits and vegetables that a 50- 
bed hospital will need to produce 
the menu. The amounts are com- 
puted on the basis of serving 100 
patient and personnel meals at 
breakfast, 125 at noon and 100 at 
night. By using a mutiple of 50, 
larger hospitals can easily arrive 
at their market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, 
eviscerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and vege- 
tables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

The standard is available upon 
request from the Association, 18 
E. Division St., Chicago 10, III. 
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Ist WEEK NORTH-NORTHWEST SELECTIVE SUMMER CYCLE MENU 
(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


— prepared by Sister M. Justina, chief dietitian, 
St. Alphonsus Hospital, Boise, idaho 


i breakfast 


| sunday friday wednesday tuesday | monday 


(F}—Full Diet 


Pineapple and 
Grapefruit Juice 
or Crenshaw Melon 
Oatmeal 
or Corn Cerea! 
Soft Cooked Egg 
Baking Powder 
Biscuit—Jelly 


Grapefruit Juice 

or Cooked Apricots 
Whole Wheat Cerea! 

and Farina 

or Ready-to-Eat 

Rice Cereal 

Canadian Bacon 
Poached Ege 


Orange Juice 
or Banana 
Wheat Cereal and Farina 
or Corn Flakes 
Soft Cooked Egg 
Pancakes—Maple Syrup 


Grape Juice 
or Grapefruit 
Sections 
Oatmeal or High 
Protein Cereal 
Bacon Curls 
Corn Muffins—Jam 


"Apricot Nectar 
or Cantaloupe 
Rice Farina or 
Ready -to-Eat Wheat 
Flake Cereal 
Soft Cooked 
French Toast—-Berry 
Syrup 


Peach Nectar or Fresh 
Blueberries 
Cornmeal Mush 
or Shredded Wheat 
Cereal 
Scrambled Egg 
Link Sausage” 


Applesauce 

or Orange Juice 
Rice Farina 

or Bran Cereal 
Bacon 

or Scrambled Egg 
Date Muffins 


(S)—Soft Diet 


Lemonade 

Breaded Pork Chops—-Gravy (F) or Roast Beef Brown Gravy (S) 
Mashed Sweet Potatoes (FS 

Buttered Diced Turnips or Buttered Spinach—_Lemon (FS) 
Carrot and Raisin Salad or Peach and Cottage Cheese Salad 
Peach Bavarian Cream (FS) or Apricots in Syrup 


Tomato Juice 
Swedish Meat Balls with Cream Gravy (F) er Broiled Lamb Chops (S) 
Whipped Potatoes (FS) 

Honey Carrots (FS) or Buttered Zucchini Squash 

Tossed Salad-—1000 Island Dressing or Blush Pear Salad 

Apple Turnovers (F) or Whipped Lime Gelatin with Whipped Cream (S) 


Cranberry- Apple Jt Juice Cocktail 

Roast Turkey (FS)—Dressing—Giblet Gravy (F) or Baked Veal Steak 
Orange Sweet Potatoes (F) or Whipped Potatoes (S) 

Creamed Onions with Peanuts or Buttered Peas (FS 

Celery-Cranberry Sauce or ay Carrot and Cabbage Salad 
Lemon Drop ice Cream (FS) or Fresh Strawberries 


Vegetable Juice Cocktail 

Baked Ham—Pineappie Sauce (F) or Sauteed Chicken Livers on Rice (S) 
Escalloped Potatoes 

Spinach_——Lemon (S) or Mixed Vegetables (F 
Spiced Peach in Lettuce Cup or Orange and 
Jelly Roll (FS) or Fruit Cup 


ate Salad 


Tomato Juice 
Fillet Trout 
Buttered Parsley Potatoes ( 

Buttered Chopped Broccoli or Buttered Peas (FS) 
Gelatin Fruit Salad or Cucumbers and Sour Cream 
Strawberry Chiffon Pie (F) or Fruit Cocktail (S) 


Lemon Wedge 5s) or Meat Loaf—-Gravy 


Apple Juice 

Braised Short Ribs—Gravy or Roast Leg of Lamb—-Gravy (FS) 
Pittsburg Potatoes (FS) 

Peas and Carrots (FS) or Seven Minute Cabbage 

Stuffed Prunes and Cottage Cheese Salad or Kidney Bean Salad 
Glorified Bread Pudding (FS) or Watermelon 


“Vegetable Juice Cocktail 
Chicken Cacciatore (F) or Broiled Chicken (S) 
Spaghetti (F) or Baked Potato (S) 
Julienne Green Beans (FS) or Buttered Spinach 
Relish Plate—Carrot Curls, Celery, Pickle 

or Peach and Cottage Cheese Salad 


Peanut Brittle ice Cream (F) or Orange Sherbet--Sugar Wafers (S) 


(FS)—Full and Soft Diet 


Ist week market order for perishables (per 50 beds) 


night 


Minestrone Soup 
Tamalie Pie (F) or Broiled Beef Patties (S) 
French Roll (FS) 
Baked Summer ‘aeeth or Cut Green Beans (FS) 
Tossed Green Salad 
or Mixed Fruit Salad—Pineapple-Whipped Cream Dressing 
Strawberry -Rhubarb- Cookie (F) or Pears in Syrup (S) 


Tomato Bouillon 
Chicken Chow Mein—Chow Mein Noodles (F) 

or Hot Chicken Sandwich (S) 
Steamed Rice (F) 
Buttered Peas or Buttered Asparagus (FS) 
Cherry-Almond Salad or Tomato Salad Mayonnaise 
Chocolate ice Cream--Cookie (FS) or Peaches in Syrup 


Turkey- Rice Soup 

Beef and eodinn (S) or Cold Cuts (F) 

Rye Bread (F) 

Zucchini Squash (S) er Cold Sliced Tomatoes (F) 

Hot Potato Salad with Diil Pickle (F) or Pear and Cottage Cheese Salad 
Whole Peeled Apricots in Syrup-—Cookie (FS) or Fresh Plums 


Tomato Bouillon 

Turkey Delight (Turkey-Macaroni Casserole) or Minute Steak (FS) 
Baked Potato (FS) 

Buttered Beets (FS) or Wax Beans 

Jellied Orange-Relish Salad or Melon Ball Salad 
Pineapple Chunks (F) or Vanilla Ice Cream — Cookie (S) 


Cream of Mushroom Sou . 

Fruit Plate with vo” heese (FS) or Grilled Cheese Sandwiches 
ery Muffin (FS) 

Eggp plant Baked in Tomato Sauce or Buttered apes us (FS) 
Jelhed Crisp Vegetable Salad or Tuna Fish Salad (FS 
Chocolate Pudding (FS) er Whole Peeled Apricots in Syrup 


Cream of Split Pea Soup 
Stuffed Flank Steak—-Gravy (F) or Broiled Beef Pattie (S) 
Baked Potato (FS) 
Corn on Cob or Buttered Green Beans (Fs) 
Asparagus Salad er Frozen Fruit Salad 
Crenshaw Melon 
or Royal Ann Cherries in ) Syrup Brown Sugar Cookie (FS) 


Chicken- Rice Soup 

Sliced Cold Beef, Deviled Egg, Potato Salad, Celery Sticks (F) 
or Broiled Loin Lamb Chop (S 

Cloverleaf Roll (F) er Baked Potato (S) 

Baked Squash (FS) er Corn on Cob 

Aspic Salad-—Mayonnaise or Banana-Macaroon Salad 

Fresh Peaches or Orange Chiffon Cake (FS) 


Bread, butter and a choice of beverages ore to be included with each meal. 


tem, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings trem, Specifications, Amounts & No. of Servings 
BEEF PREPARED MEATS Parsley Bunch 1 doz. 
Ground Beef U.S. Good, 5 ib. pkg. 60 Ibs. Assorted Cold Cuts 20 ibs. 60 | Potatoes, Sweet Hamper 50 Ibs. 
Roast, Sirloin (B.R.T.) U. S. Choice 25 Ibs. Potatoes, White Bag No. | 400 ibs. 
Short Ribs U. S. Good, 20 Ibs. 40 FRESH FRUITS Radishes Bunch 1 doz. 
Steaks, Flank U. S. Choice 20 ibs. 60 | Apples Jonathan, 113s | box Squash, Summer 25 Ibs. 
Steaks, Minute U. S. Choice, Bananas Ripe 30 Ibs. Squash, Zucchini 10 Ibs. 
4 oz. each 15 lbs. 60) Blueberries 3 qts. Tomatoes Repacked 
Cantaloupe Crate, 45s 40 ibs. (5 x 6) 1 tug (30 Ibs.) 
LAMB Grapefruit Seediess, 70s 1 box Turnips, White Topped 5 Ibs 
Chops, Loin U. S. Choice, Grapes Seediess, 28 ib. box 15 ibs. 
6 oz. each 16 Ibs. Lemons 1 doz. FROZEN FRUITS 
Leg (B.R.T.) U. S. Choice, yearling 30 Ibs. Oranges 176s 1 box Apples 8 ib. can 24 Ibs. 
weil Peaches Basket, 20s 1 basket Melon Balls 8 ib. can 16 Ibs. 
Rik alin 5 Ibs. Plums, Red Basket (4x5) 3 Ibs. Orange Juice Con., 32 oz. can 6 cans 
Bacon (Sliced) 24-26-1 Ib. 6 Ibs. Strawberries Quarts 3 ats. 
Chops, Loin Grade A,40z.each 25 Ibs. 100 Watermelon 30-35 Ib. av. 30 Ibs. Rhubarb 8 ib. can, 5-1 sugar 16 ibs. 
Ham (Pullman) Ready -to-eat 35 Ibs. Strawberries Sliced, 8 Ib. can, 
Sausage Links 12-1 Ib. 10 tbs §-1 suger 8 ibs. 
VEAL Cabbage Bag 10 Ibs. FROZEN VEGETABLES 
Steaks, Club U.S. Good, 50z. each 13 Ibs. 40 | Carrots Topped, bag 50 Ibs. Asparagus Spears, 2% Ib. pkg. 20 Ibs. 120 
Celery Pascal, 30s 4 stalks Beans, Green Cuts, 2% Ib. pkg. 20 Ibs. 120 
FISH Celery White 6 stalks | Beans, Green Julienne, 2% Ib. pkg. 15 tbs. 90 
Trout Fillet, 4 oz. each 20 Ibs. 80 | Cornon the cob Bag, 50s lbag Beans, Wax Cuts, 2% Ib. pkg. 2% Ibs. 15 
Cucumbers 8 Broccoli Stems and buds 
POULTRY Eggplant 2 only 2% Ib. pkg. 2% ibs. 15 
Fowl (Eviscerated) Grade A, 5 Ib. av. 205 Ibs. Lettuce Head, 48s 2 crates Peas 2% Ib. pkg. 32% Ibs. 195 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 70 Ibs. Onions, Dry Yellow, bag 50 Ibs. Peas and Carrots 2% Ib. pkg. 2% ibs. 15 
Fryers (Eviscerated) Grade A,2% Ib.av. 15 Ibs. Onions, Green Bunch 1 doz. Spinach Chopped, 2% Ib. pkg. 20 Ibs. 120 
Livers, Chicken 1 Ib. pkg. 5ibs. 20 | Onions, White Boilers 3 Ibs. Vegetables, Mixed 2% Ib. pkg. 15ibs. 90 
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TOLEDOS 


Break those bottlenecks caused by obsolete equip- 
ment or hand methods. Save time and manpower, 
while reducing waste and improving sanitation, 
with modern new Toledos for the key jobs in your 
kitchen. Whatever the job . . . dishwashing, food 
preparation, waste disposal . . . you'll do it easier, 
faster, with Toledos. Write for bulletin SD 3815. 


TOLEDO DISHWASHER with Conveyor Pre- 
wash assures a constant supply of dishes with that 
sunshine-clean sparkle. Conveyor transports dishes 
through wash and rinse chambers with high pro- 
duction per hour. Many other models in door, 
counter and conveyor type to choose. 


TOLEDO FOOD WASTE DISPOSERS 
are available in chute and cone 
types-—powerful centri-flo action for 
complete shredding of all food wastes. 
'¢ H. P. sizes for dish scrapping, 3 
and 5 H. P. for food preparation areas. 


NEW TOLEDO HIl- 
SPEED MIXERS have 
positive gear drive and 
swivel-mounted saddle 
bowl for easy use of 
vegetable slicer and 
other accessories. Sizes 
to meet your needs. 


TOLEDO SCALE CORPORATION 


TOLEDO PEELERS 
feature sharp abrasive 
on both dise and cylin- 
der to give you efficient 
“double action” peeling 
with lowest possible 
waste. Choice of sizes 


to 70 lbs. capacity. 


Kitchen Machine Division 


245 Hollenbeck St. 


Rochester, N. Y. 


e ALL-NEW TOLEDO “10” SLICER! 
Designed for today’s needs, the Model 5410 is a compact, 
space-saving machine built to do a big job! Handsome, 
clean-lined appearance. Fast, easy operation. Easy to 
clean— parts tilt away, or are quickly removable. Eff- 
cient sharpening. Positive gauge plate control for accu- 
rate slicing. Write for bulletin 3776. 


Today, more than ever it pays to go TOLEDO’ all the way 


DISHWASHERS 
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DISPOSERS 


SAWS 


SLICERS 


+ MIXERS + PEELERS + STEAK MACHINES + CHOPPERS 
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2nd WEEK NORTH-NORTHWEST SELECTIVE SUMMER CYCLE MENU — prepared by Sister M. Justina, chief dietitian, 
(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) St. Alphonsus Hospital, Boise, Idaho 
breakfast noon night 
Grapefruit Juice Punch Vegetable Soup 
> or Rhubarb Roast Beef— Brown Gravy (FS) or Ham Loaf—Apricot-Tomato Sauce Chicken Pie (F) 
a Whole Wheat Cereal and Oven Browned Potatoes (F) or Baked Potato (S) or Baked vom Breasts (S) 
Farina Fresh Spinach—Lemon Wedge (FS) or Diced Buttered Beets _ Buttered Noodles (FS 
o or Ready-to-Eat Peach and Cottage Cheese Salad Diced Carrots and Peas (FS) or Stuffed Tomatoes 
E Rice Cereal or Tossed Green Salad—Oil and Vinegar Dressing Fruit Salad—Cream Cheese Dressing or Carrot and Pineapple Salad 
Scrambled Eggs (FS) Pineapple ice Box Cake (F) or Bing Cherries in Syrup (S) | Fresh Fruit in Season (F)—Sugar Cookies 
with Minced Ham (F) | or Whole Peeled Apricots in Syrup Sugar Cookies (S) 
Grape Juice Pineapple Juice French Onion Soup 
> or Bananas Martha's Beef Stew— Biscuits (F) or Omelet (S) Chili Beans — Crackers 
. Cornmeal! Mush Whipped Potatoes (S) or Roast Leg of Lamb— Gravy (FS) 
or Corn Flakes Buttered Cauliflower (F) or Buttered Peas (S) Baked Potato (FS) 
r+ Bacon Curls Shredded Cabbage and Pineapple Salad or Tomato Salad Buttered Green Beans (FS) or Buttered Asparagus 
) Date Muffins Lemon Cake Pudding with Whipped Cream (FS) er Nectarines in Syrup Head Lettuce Salad Russian Dressing 
- or Jellied Grape Salad Mayonnaise 


Chocolate Brownies (F) or Fresh Frozen Peaches in Syrup (S) 


Blended Grapefruitand | Apple Jyice Tomato Bouilion 
3 Pineapple Juice _ Baked Ham—Raisin Sauce (F) or Broiled Loin Lamb Chops (S) Swiss Steak-Gravy (F) or Creamed Eggs in Toast Cups (S) 
or Stewed Prunes Orange Sweet Potatoes (F) or Baked Potatoes (S) Hash Brown Potatoes (F) 
r+ Oatmeal Buttered Broccoli (F) or Buttered Carrots (S) Summer Squash (FS) er Buttered Mixed Vegetables 
or Rice Squares Spiced Pear Salad or Carrot Curls and Celery Fruited Lime Gelatin Salad-Mayonnaise or Pickled Beet and Egg Salad 
+ Soft Cooked Egg (S) _ Old Fashioned Strawberry Shortcake (F) Rhubarb (F) er Pear Halves in Syrup — Cookies (S) 
> French Toast or Whipped Strawberry Gelatin with Whipped Cream (S) 


Syrup (F) 


| Orange Juice Aloha Punch + Split Pea Soup 
> or Kadota Figs Loin Pork Chops—Gravy (F) or Broiled Chicken (S) Breaded Veal Drum Stick or Baby Beef Liver (FS) — Bacon (F) 
io] Farina or Ready-to-Eat Whipped Potatoes (FS) ee ee Potatoes (FS 
SS Oats Cereal Buttered Turnips or Julienne Green Beans (FS) Buttere Rares (FS) er Seven Minute Cabbage 
“ sPoached Egg Apple Rings with Cottage Cheese or Relish Plate (Radish, Pickle, Celery) Pineapple and Cottage Cheese Salad 
> Canadian Bacon Loganberry Sherbet—Shortbread Cookie (F) or Vanilla Ice Cream (S) or Lettuce and Tomato Salad- French Dressing ; 
= ) Whole Peeled Apricots in Syrup (S) i 
or Fresh Fruit in Season-—Thumb Print Cookies (F) 
| Prune Juice | Lemonade Cream of Potato Soup 
>, | or Cantaloupe Baked Halibut (FS)—Tartar Sauce or Lemon Wedge Cheese-Rice Cutlets (FS) with Tomato Sauce or Minute Steak 
| Wheat Cereal and Farina | or Sauteed Chicken Livers Dinner Roll (F) or Whipped Potato (S) 
a | or High Protein | Creamed Diced Parsley Potatoes (FS) Baked Queen Squash or Green Beans (FS 
= ) Cereal Stewed Tomatoes and Celery (F) or Chopped Spinach Lemon (S) _ Jellied Lemon-Grape Salad or Asparagus Salad Mayonnaise 
Scrambled Eggs Cole Slaw or Stuffed Prune Salad Fresh Bilueberries-Cream (F) or Peaches in Syrup (S) 
Peach Cobbler (F) or Tapioca Cream-— Whipped Cream (S) 
| Blended Citrus Peach Nectar Chicken-Vegetable Soup 
S or Bananas Roast Sirloin Butt—Brown Gravy (FS) or Weiners and Sauerkraut Lamb Pattie (S) 

Oatmeal Whipped Potatoes (FS) or Hamburgers on a Bun-—- Mustard (F) 
7 4% or Ready -to-Eat Zucchini Squash (FS) er Cold Sliced Tomatoes _ Baked Potatoes (S) or Potato Chips (F) z 
Rice Cereal Hot Potato Salad or Fruit Salad Cream Dressin Buttered Carrot Wedges (FS) or Buttered Peas 
‘ & | Poached Egg Pineapple Bavarian-Whipped Cream (F) or Fruit Cocktails (S) Pear and Shredded Cheese Salad 
| Country Sausage (F) @ Tomato and Cucumber Salad — Mayonnaise 

Fresh Plums-—Ginger Cookies (F) or Applesauce (S) = 
. | Pineapple Juice Citricot Chicken Broth with Noodles 
7 | or Crenshaw Melon Roast Beef Brown Gravy (FS) or Roast Chicken— Giblet Gravy Cold Plate of Tomato Stuffed with Chicken Salad, Potato Chips, Cottage Z 
== Oatmeal Whipped Potatoes (FS) Cheese, Sliced Pickle (F) or Cold Sliced Chicken (S) 
oC or Puffed Rice Cereal! Corn on the Cob or Buttered Green Beans (FS) Baked Potato (S) er Potato Chips (F) = 

. = ' Bacon Curls Spiced Apricot and Celery Curls or Red and Green Cabbage Slaw Asparagus Spears (FS) er Summer Squash < 
. Ss Sweet Roll Three-in-One Sherbet—-Macaroons (F) or Sliced Peaches in Syrup (S) Tomato Salad Mayonnaise 
z ww or Diced Fruit Salad with Whipped Cream and Mayonnaise 5 

: Pears in Syrup (S) 
| or Chocolate Malt Sheet Cake with Peanut Cream Frosting (F) “ 
: 
ae (F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages ore to be included with each meol. 


item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 


ee — BEEF POULTRY Potatoes, Sweet Hamper 50 Ibs. 
Butt, Sirloin(B.R.T.) U.S. Good 30 Ibs. Fowl (Eviscerated) Grade A, 5 Ib. av. 110 Ibs. Potatoes, White Bag No. |! 500 Ibs. 
: 4 3s Frankfurters All beef, 8-1 ib. 10 ibs. 40 | Fryers (Eviscerated) Grade A, 2% Ib. av. 55 Ibs. Radishes Bunch 1 doz. 
Ground Beef U.S. Good, 5 1b. pkg. 20 Ibs. Livers, Chicken 1 ib. pkg. 10 tbs. 40 Squash, Queen 5 Ibs. 
me Liver Steer, sliced 1S ibs. 60 | | Squash, Summer 25 Ibs. 
| Roast, Sirloin (B.R.T.) U. S. Choice 60 Ibs. | Squash, Zucchini 25 Ibs. 
| Apples Jonathan, 113s 1 box 
a === | Steaks, Minute U. S. Choice, g Ri Tomatoes Repacked (5 x 6) 2 lugs (60 Ibs.) 
4 oz. each Sibs. 20 40 Turnips, White Topped 5 Ibs 
| Steak, Swiss U.S. Good, 40z. each 15 ibs. 60 | qts. 
| taloupe rate, 45s Ibs. 
Ss Stew U. S. Good 25 Ibs. 100°) 
Grapetruit 70s on Orange Juice gree 6 cans 
LAMB Grapes Seediess, 28 ib. box 1 box 
| Peaches Sliced, 8 Ib. can, 
nal —- Chops, Loin U. S. Choice, | Lemons I doz. 5-1 sugar 32 Ibs. 
‘ 5 6 oz. each 8 Ibs. | Oranges 176s 1 box Rhubarb 8 Ib. can, 5-1 sugar 24 Ibs. 
«= | Ground, Shoulder U. S. Good S ibs. 20 Plums, Red Basket (4 x 5) 2 baskets Strawberries Sliced, 8 Ib. can, 
| 
s | Leg (B.R.T.) U.S. Choice, yearling 20 Ibs. | FRESH VEGETABLES 5-1 sugar 24 Ibs. 
a PORK | FROZEN VEGETABLES 
- % | Bacon, Canadian 3 Ibs. Asparagus Spears, 2% Ib. pkg. 22% Ibs. 135 
i, x | Bacon (Sliced) 24-26-1 Ib. 6 Ibs. Cabbage, Red oe. Beans, Green Cuts, 2% Ib. pkg. 35 Ibs. 210 
S Chops, Loin Grade A,40z.each  25ibs. 100 | Carrots Topped, bag 50 Ibs. Julienne, 2% Ib. pkg. 15 90 
E | Ham (Pullman) Ready-to-eat 45 Ibs. _ Celery Pascal, 30s 8 stalks Broccoli Stems and buds 
= | Sausage (Bulk) Lean 5 Ibs. Celery White, Relish 18 stalks 2% Ib. pkg. 15 ibs. 90 
| Corn on the cob Bag, 50s 1/3 bag Cauliflower Buds, 2% Ib. pkg. 15 ibs. 90 
i = | VEAL Cucumbers | doz. Peas 2% Ib. pkg. 5ibs. 30 
| Shoulder (Boneless) U. S. Good 7 ibs, 21 | Lettuce weed, 488 Zcrates | Peas and Carrots 10 lbs. 60 
7 i Onions, Dry Yellow, bag 50 Ibs. Spinach Chopped, 
a FISH Onions, Green Bunch 1 doz. 215 Ib. pkg. 17% ibs. 105 
Halibut Steaks, 5 02. each 25 ibs. 80 Parsley Bunch 1 doz. Vegetables, Mixed 2% Ib: pkg. 2% Ibs. 15 


CYCLE MENU PAGES ARE PERFORATED FOR EASY REMOVAL 
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Save labor! Cut out waste! 


Use new Sexton Dressing Mixes! 


Sexton’s Tartare Sauce and 1000 Island 
Dressing...always fresh, always uniform 


Save preparation time—cut out waste 
with Sexton’s new idea in dressing 
mixes. Just add Sexton’s Tartare Sauce 
Mix or 1000 Island Mix to Sexton’s 
Salad Dressing. In only 30 seconds you 
can have a cup, a pint or a gallon of de- 
licious fresh, nse uniform dressing. 


DIAMOND ANNIVERSARY 1883 °1958 


MAY 16, 1958, VOL. 32 


Sexton Tartare Sauce Mix contains gen- 
erous amounts of capers, selected sour 

ickles—the secret of good Tartare sauce. 
Seaton 1000 Island Dressing Mix assures 
the utmost in color and flavor. See your 
Sexton representative. John Sexton & 


Co., P. O. Box J.S., Chicago 90, Illinois. 


The base for delicious 
Tertare sauce, 1000 Island 
and other dressings is 
Sexton's creamy Salod 
Dressing in the gallon jar. 


To moke zesty Sexton Tar- 
tare Sauce and tasty 1000 
island Dressing, just add 
either mix to Sexton's 
Salad Dressing in 8 to | 
proportions. 


™) Sexton's Salad Dressing also 
\. is pocked in this handy 


space-saver No. 5 can 
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by. 3rd WEEK NORTH-NORTHWEST SELECTIVE SUMMER CYCLE MENU — prepared by Sister M. Justina, chief dietitian, 


CYCLE MENU PAGES ARE PERFORATED FOR EASY REMOVAL 


HOSPITALS, J.A.H.A. 


on (MENUS TO BE USED DURING JUNE, JULY AND AUGUST) St. Alphonsus Hospital, Boise, Idaho 
ra breakfast | noon | night 
r Pineapple Juice Meat Loaf—Mushroom Sauce (FS) or Sirloin Steak | Swiss Steak—Tomato Sau 
= or Bananas | | Buttered New Potatoes (FS) ) or Baked Chicken Sreaste— Gravy (FS) 
Wheat Cerealand Farina | Buttered Carrots (S) or Stuffed Tomato (F) | Steamed Rice (FS) 
or Rice Squares String Bean and Onion Salad with = and Vinegar Dressing _ Buttered Rosebud Beets (FS) or Baby Green Limas with Bacon 
Scrambled Egg | or Pear and Cottage Cheese Sala Cauliflower Salad—French Dressing 
7 | Fruited Gelatin with Whipped ina (FS) or Sliced Oranges | or Orange and Grapefruit Salad with French Dressing 
Fresh Bing Cherries (F) or Bing Cherries in Syrup —Vanilla Water (S) 
i Orange Juice Lemonade Chicken- Rice Souy 
aa = or Berries in Season Baked Ham—Cranberry Sauce (F) or Broiled Loin Lamb Chops (S) | Breaded Veal Cutlets—Gravy ( e or Cheese Souffle (S) 
_— Rice Farina | Savory Potatoes with Cheese (F) or Baked Potatoe (S) | Hominy O'Grady (F) or Raised S) 
_! 44 or — Wheat | Buttered Broccoli or Buttered Wax Beans (FS) Baked Banana Squash or Suttored eas and Carrots (FS) 
ee. 4 Cereal _ Banana Salad—-Mayonnaise and Cherry —— and Cottage Cheese Salad 
Soft Cooked “Fam or Ceasar’s Salad—-Paris Dressing omato and Cucumber Salad with French 
a French Toast—Jam | Lemon Roll (FS) or Watermelon | Whole Peeled Apricots in Syrup (S) er Chocolate Drop Cookies (F) 
a “Peach Nectar | Vegetable Juice Cocktail | Cream of Celery Soup 
ae = or Cantaloupe | Roast Beef—Brown Gravy (FS) or Frankfurters | Macaroni and Cheese (FS) or Cold Piate: Sliced Ham, Potato Salad, ; 
‘a Whole Wheat Cereal and | | Whipped Potatoes—Gravy (S) | Sliced Cucumber, Sliced Tomato 
> $ Farina or High Buttered Carrot Wedges (FS | — Minute Cabbage Poppyseed Roll . 
om Protein Cereal _ Hot Potato Salad or Melon | Stuffed Tomatoes (F) or Buttered Summer Squash (S) , 
‘ = Scrambled Eggs | Glazed Strawberry Pie- Whipped Case (F) or Pears in Syrup (S) | Head Lettuce and Deviled Egg Salad Russian Dressing 
@ | Bran Muffins—Jelly | _ @r Frozen Fruit Salad 
z= | | Pineapple Chunks—-Brown Sugar Cookie (F) or Applesauce (S) 
a 2s Blended Orange and | Blended Citrus and Apricot Juices Minestrone Soup 
Grapefruit Juice | Cottage Cheese-Fruit Plate—Blueberry Muffin or Broiled Chicken (FS) Bacon, Lettuce and Tomato Sandwiches (F) 
or Kadota Figs | Parsley New Potatoes (FS) or Broiled Loin Lamb Chops (S) 
= Cornmeal Mush _ Buttered Peas (FS) or French Fried Cauliflower Savory Rice with Chicken Giblets (S) or Potato Chips (F 
‘° or Ready-to-Eat _ Spiced Crab Appie—Celery Hearts Buttered Julienne Green Beans (FS) or Buttered Mixed Vegetabies 
a Wheat Flake | or Pear and Shredded Cheese — Mayonnaise _ Fruited Lemon Gelatin Salad— Mayonnaise 
2 Cereal Peppermint Ice Cream (FS)}—Almond Macaroons or Fresh Strawberries | or Asparagus Salad Mayonnaise 
Poached Egg Watermelon (F) or Fresh Frozen Peaches in Syrup Cookies (S) 
Bacon | | 
Grape Juice or Pineapple juice’ Cream of Tomato Soup 
= Grapefruit Sections Broiled Fillet of Sole—Lemon (S) : Luscious Sandwiches (Cream Cheese and Egg) (F) : 
Oatmeal or Tomatoes Stuffed with Corn Beef Hash_Catsup (F) @ Scrambled Eggs—-Toast (S) 
or Corn Cereal Creamed Potatoes (S) Custard (F) 
Ta Z Soft Cooked Egg Buttered Chopped Broccoli or Harvard Beets (FS) Glazed —_ or Buttered Asparagus (FS) ' 
= = Blueberry Muffins — Cantaloupe and Seediess Grape — with Whipped Cream Dressing | Molded Fruit Salad on Endive er Sliced Tomato Salad— Mayonnaise ' 
an Jelly or Peach and Cottage Cheese Salad | Fresh Nectarines—Cookies (F) 
=< Lemon )or vere ice Cream (S) or Whole Posted Apricots in Syrup (S) 
Prune Juice Tomato Juice | Creole Soup 
~~ or Crenshaw Melon Veal Scallopini (F) er Broiled Young Steer Liver and Bacon (S) | Savor Swiss Steak (F) or Tuna-Noodle Casserole (S) 4 
oe Wheat Cereal and Farina New Potatoes in Jackets (FS | Hash Brown Potatoes (F) ; 
Bie: or Ready-to-Eat Buttered Zucchini Squash (FS) or Buttered Mixed Vegetabies | Buttered Sliced Carrots er Buttered sp inach—-Lemon Wedges (FS) a 
se 3 Rice Cereal Green Italian Salad—Oil and Vinegar Dressing _ | Pickled Beet and Colored Egg Salad Mayonnaise = 
Scrambled Eggs or Grapefruit and Endive Salad—French Dressing or Diced Melon Salad Whipped Cream Dressing z 
i 5 Baking Powder Bing Cherries or Grapenut Custard (FS) Pears in Syrup-—Cookie (S) er Minted Fresh Fruit Cup (F) 
"Grapefruit Sections | Apricot Nectar _ Beef-Noodie Soup 
ae or Orange Juice | . Roast Turkey (FS)—Giblet Gravy (S) or Broiled Loin Lamb Chop | Cold Sliced Ham oat American Cheese Rye Bread (F) 2 
TE Farina | Whipped Potatoes (FS) or Cottage Cheese (S 3 
a or Wheat Squares | Buttered Peas (FS) or Buttered Brussels Sprouts _ Baked Potatoes (S) er Potato Chips (F e 
a c Poached E | Celery, Olives, Radishes or — Crab Apple and Celery Curls _ Buttered Green Beans or a (FS) 
Bacon Curls Fresh Peach Ice Cream (F)—-Magic Molasses Drop Cookies $ticed Tomatoes in Lettuce Cup ( 
or Lemon Sherbet (S) or Fruit Salad-—-Pineapple-Whipped Cream Dressing 
_ Fresh Strawberries or Angel Food Cake (FS) 
ts (F}—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
eee item, Specifications, Amounts & No. of Servings. item, Specifications, Amounts & We. of Servings | tem, ‘Specitications, Amounts & Ne. of Servings ' 
ry BEEF FRESH FRUITS Squash, Banana 5 Ibs. 
cat 3 Brisket, Corned U. S. Good 50 Ibs. Apples Jonathan, 113s 5 Ibs Squash,Summer ~ 5 Ibs. 
i Frankfurters All beef, 8-1 Ib. 10 ibs. 40 | Bananas Ripe 30 Ibs. Squash, Zucchini 25 Ibs. ; 
7 S Ground Beef U.S. Good, 5 Ib. pkg. 20 Ibs. Cantaloupe Crate, 45s 1 crate Tomatoes Repacked (5 x 6) 4 lugs (120 ibs.) 
Liver Steer, sliced 5ibs. 20 | Cherries, Bing 3 Ibs. 
a S Roast, Sirloin (B.R.T.) U.S. Choice 30 Ibs. Grapefruit Seediess, 70s 1 box FROZEN FRUITS ; 
“| Steaks, Sirloin Butt Choice, Grapes Seediess, 28 1b. box 1 box Orange and 
a 3 5 oz. each 1S tbs. 40 | Lemons 1 doz. Grapefruit Sections 8 Ib. can 16 Ibs. 
= & | Steak, Swiss U.S. Good, 40z.each 20 lbs. 80 | Nectarines Lug, 70s 3 lugs Orange Juice Con., 32 oz. can 6 cans ; 
7” = Oranges 176s 1 box Peaches Sliced, 8 Ib. can, 
2 LAMB Strawberries Quarts 6 qts. Ibs. 
— s, Loin U. S. Choice, ‘ av. ibs. trawberries ced, 8 Ib. can, ' 
PORK FRESH VEGETABLES FROZEN VEGETABLES 
$ Bacon (Sliced) 24-26-1 Ib. 12 Ibs. Beets Topped 15 Ibs. Asparagus Spears, 2% Ib. pkg. 20 Ibs. 120 
= Ham (Pullman) Ready-to-eat 62 Re. Cabbage Bag 5 Be. Beans, Green Cuts, 2% Ib. pkg. 2% Ibs. 15 
Carrots Topped, bag 60 Ibs. sh f ' 
Beans, Green Julienne, 2% |b. pkg. 10 lbs. 60 
VEAL Cauliflower Crate, 12s 24 Ibs. 
Beans, Lima Small, green, 2% , 
Cutlets U.S. Good, 4 0z. each 15ibs. 60 | Celery White 1% doz. stalks ib. pkg. 2% Ibs. 15 
| Leg (B.R.T.) U. S. Good 35 Ibs. Cucumbers 8 Beans, Wax Cuts, 2% Ib. pkg 15 ibs. 90 
Endive Curly 6 heads Broccoli Stems and buds ' 
FISH Lettuce Head, 48s 2 crates 2% Ib. pkg. Sibs. 30 : 
Sole Frozen, fillets . 5 ibs. 20 | Onions, Dry Yellow, bag 50 Ibs. Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 
Onions, Green Bunch 1 doz Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 15 ; 
= POULTRY Parsnips —— 5 Ibs. Peas 2% Ib. pkg. 30 ibs. 180 . 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 60 Ibs. Potatoes, White Bag No. | 400. Ibs. Peas and Carrots 2% Ib. pkg. 10 ibs. 60 ' 
Fryers (Eviscerated) Grade A,2% lb.av. 98 Ibs. Radishes Bunch 1 doz. Vegetables, Mixed 2% Ib. pkg. 5 Ibs ‘ 


New Diamond Crystal Seasoning Packets 


cut serving time and costs! 


1. Exclusive fluted construction is completely mois- 2. Snap top opens easily. 
ture resistant. 


3. Exclusive controlled “shaker action” is completely 4. Packets are disposable—eliminate cleaning and 
unlike messy, ordinary tear-and-pour containers. The servicing costs of old-fashioned dispensers. 
patented Diamond Crystal packet actually lets you 

shake on the seasonings. 


MAIL COUPON FOR FREE SAMPLE BOX OF 100 
DIAMOND CRYSTAL SEASONING PACKETS 


Dept. H | 

Diamond Crystal Salt Co. 

St. Clair, Michigan 7 

Sirs: Please send me a free sample box of your new | 

seasoning packets. | 

Name 

Address 7 

5. Diamond Crystal packets supply your three basic : _ 
seasonings—pure ground black pepper, sparkling | 
Diamond Crystal Salt, and refined sugar. eee ae 
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laundty-houscheepiing 


HOW HOTTER 
STEAM CLEARED 
A LAUNDRY 
BOTTLENECK 


by FRED N. RICHTER, SAM E. BEAVER, 


4 


STRAINER-ORIFICE assembly that 


and NORMAN L. LOSH 


replaced the steam trap on the flat- 


work ironer in this hospital's laundry is shown at left above. The 
compact system for drainage of condensate from the iron is at right. 


AUNDRY PRODUCTION problems 
were an inevitable conse- 
quence to expanding the bed com- 
plement of Memorial Hospital, 
Charleston, W.Va., to 270 beds— 
nearly three times the 110 beds 
the hospital held when it was 
opened in 1951. 

Production problems centered 
around the flatwork ironer, a 
standard six-roll, 110-inch ma- 
chine. To obtain linen that was 
ironed satisfactorily, it was neces- 
sary to run the machine at the 
lowest production speed of 22 feet 
per minute. Even then, at least 
10 per cent of the total volume 


Fred N. Richter is chief engineer, Sam 
E. Beaver laundry manager, and Norman 
L. Losh administrator, of Memorial Hos- 
pital, Charleston, W.Va. 
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How a device that delivers hotter 
steam to the flatwork ironer solved 
laundry production problems in an 
expanded hospital is described by the 
authors. Savings effected through in- 
creased output rate of finished linens 
offset the cost of the unit in one year, 
the authors report. 


had to be rerun. Rerunning was 
not a serious problem when the 
hospital had only 110 beds, but 
as expansion took place it was 
necessary to extend the working 
schedule to handle the increased 
volume of laundry. 

The following plans were con- 
sidered in the search for a solu- 
tion to these problems: 

1. Extend the working day and 
pay overtime to flatwork ironer 


ENGINEER Fred N. Richter (right) and laundry manager Sam E. Beaver 
examine differential pressure gauges used in the laundry steam system. 


operators rather than hire a sec- 
ond crew. 

2. Purchase an eight-roll ironer 
to replace the six-roll machine, 
at an approximate cost of $23,000. 
(A laundry machinery company 
consulted could give no assurance 
that the new machine would solve 
our problems. ) 

3. Provide drier steam for the 
flatwork ironer so that linens 
would be ironed wrinkle-free the 
first time through. 


NEW DEVICE INVOLVED 


The last plan involved the pur- 
chase of a so-called steam con- 
densate unit. These devices were 
comparatively new and, as far 
as we knew, unproved. However, 
when one manufacturer offered to 
install the equipment without 
charge and remove it if it did 
not prove satisfactory, we decided 
that we had nothing to lose by 
giving it a try. 

The results since the unit was 
installed about two and one-half 
years ago have been extraordinary. | 
The following figures are an index 
of changes that have been brought 
about: 

In January 1956, before the 
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unit was installed, 68,378 pounds 
of laundry were processed through 
the ironer in 187 hours, In Janu- 
ary 1957, three months after the 
unit was installed, 79,997 pounds 
passed through the ironer in 182 


hours. This means that 11,600 
pounds, or 17 per cent more 
laundry, was processed in five 


hours less time. In January 1958, 
84,123 pounds were processed in 
187 hours. 

Other pertinent facts: Before 
the unit was installed, an average 
of 36 pounds of laundry per 
operator per hour was processed 
through the ironer, compared with 
the national average of 38 pounds. 
The average since installation has 
been 63 pounds of laundry per 
hour per operator. An estimated 
$250 per month has been saved on 
operators’ salaries, not by elimi- 
nating an operator but by elimi- 


nating overtime pay. Extractor 
time has been reduced from 20 
minutes to 10 minutes. The 


tumblers are drying in half the 
time since the unit was installed. 
Press production has increased 40 
per cent. 


The steam condensate unit, 
which is installed in the boiler 
room, provides 120 pounds of 


steam pressure for the laundry at 
approximately 350°F. Immediate 
condensate removal made possible 
by the design of the unit makes 
available more Btu’s in the steam, 
thus providing a hotter ironer. 
Beautifully ironed linen is now 
possible without reruns. The unit 
also provides a uniform heat in 
the steam chest of the 1 


ironer, 
eliminating the old problem of 


linen torn by jam-ups in the 
ironer. Formerly, variable heat 
in the ironer chest would cause 


linens to stick to the roller, tear- 
ing the linen and necessitating a 
shutdown of the machine while 
the torn linen was removed. 
The even temperature that is 
now possible is the same at the 
discharge end of the ironer as it 
is at the feeding end. Before in- 
stallation of the condensate unit, 
the temperature would vary as 
much as 60°F. between the dis- 
charge and feeding end. It is gen- 
erally conceded that a variance 
of more than 5’F. will cause pro- 


37x30 GAS HEATED TUMBLER 


MAKES OTHER DRYERS OBSOLETE! 
* ADVANCED ENGINEERING ® QUALITY MATERIALS 
SIMPLIFIED CONTROLS LOW COST OPERATION 


Exclusive! 
TUMBLETTE FEATURES! 


Dodge Friction-Free Power 
Transmission with 
2 YEAR WARRANTY 


Tumblette fully warranted one 
yeor. 


. 7 “3 


access openings. 
4 COINETTE flush-mounted meters ae 
and timer models available. 
Mew non-clog 100% safety 
pilot light. 
| Please send 
— Write for full information and information and 
FREE brochures. literature on the 
UNIPRESS ROTO-MATICS 
WASHERS * EXTRACTORS 


4301 S. Fitzhugh Ave. 
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Boked-on White Enome! 
(no extra charge for other colors) 


ft Boked-on Tine Chromate Primer 
coat, both INSIDE and OUT. 


Fiber Glass Insulation, locks on 


TUMBLERS 


Dallas 10, Texas 


Send information 
about the 
UNIPRESS PRESSES for 


(type of pressing) 


duction difficulties. The unit also 


traps—an im- 
in mainte- 


eliminates steam 
portant saving both 
nance and replacement. 
The steam condensate unit in- 
stalled at Memorial Hospital uses 
an orifice system, which is simple 
and inexpensive to install and 
maintain. Such a system also saves 
fuel and reduces the load on the 
boiler feed pump system by de- 
livering condensate returns direct 
to the boiler at about 300°F.—80 
hotter than it would be without 
the unit. Less feedwater compound 
is required, since the laundry re- 
turn is pure degassed water carry- 
ing no scale-forming solids. 
Furthermore, exact hot water 
temperature in our steam heated 
water heater is maintained, since 
controlled amounts 
extracted from the 
receives the 
coils in 


automatically 
of steam are 
master unit 
laundry returns) to the 
the water heater. 

Initial investment in the steam 


(which 


condensate unit was $3600, but 
this amount was recovered dur- 
ing the first vear after its in- 
stallation. ad 


Automation for Hospital Laundries— 


UNIPRESS° 


TOPS IN SPEED 


and 


QUALITY FINISHING 


for 
HOSPITAL COATS, 
PANTS, BIBS, 
UNIFORMS 


UNIPRESS Roto-Matic as well as UNIPRESS Stationary Presses 
to meet every hospital laundry pressing need. Take advantage 
of the UNIPRESS Planning Service. Mail coupon today. 


UNIPRESS 


2810 B Lyndale Ave. S., Minneapolis, Minn. | 
Hospital 
Individual 
Address 
City Zone___ State | 


| 
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fersennel changes 


@ William L. Crosley has been ap- 
pointed acting administrator of 
Nashville (Tenn.) General Hos- 
pital. He was formerly business 
manager of the hospital. 


@ L. Don Feeback has been appointed 
administrator of Beaver (Okla.) 
County Memorial Hospital. He 
was formerly assistant adminis- 
trator of Alton (Ill.) Hospital. Mr. 
Feeback is a graduate of the 
Washington University program 
in hospital administration. 

Mr. Feeback succeeds C. bt. John- 
son who has been appointed ad- 
ministrator of McAlester (Okla.) 
General Hospital succeeding O. C. 
Estes. 


@ Saul Fortunoff, M.D., has been ap- 
pointed manager of the Veterans 
Administration Hospital in 
Dwight, Il. He was formerly di- 
rector of professional services at 
the VA Hospital in Altoona, Pa. 


@ Sr. Major Alberta Hoffman has been 
appointed superintendent of the 
Salvation Army’s Door of Hope 
Home and Hospital, Jersey City, 
N.J. She was formerly in charge 
of the children’s ward at Booth 
Memorial Hospital, Covington, Ky. 


@ Herman ippolite has been ap- 
pointed administrative assistant of 
Sewickley (Pa.) Valley Hospital. 
He was formerly the hospital’s 
purchasing agent. 


@ Charles £. Mattix has been ap- 
pointed administrator of Ryburn 
Memorial Hospital, Ottawa, III. 
He was formerly administrator of 
Lancaster-Fairfield Hospital, Lan- 
caster, Ohio. Mr. Mattix is a 
graduate of the Northwestern Uni- 
versity program in hospital ad- 
ministration. 

Earl C. Mechtensimer has been ap- 
pointed to succeed Mr. Mattix at 
Lancaster-Fairfield Hospital. Mr. 
Mechtensimer, a_ graduate of 
Northwestern University, was 
formerly administrator of Twin 
City Hospital, Dennison, Ohio. 


@ Ruth H. Moser, R.N., has been ap- 
pointed administrator of Dick 
Hall’s House, Dartmouth College, 
Hanover, N.H. She was formerly 
assistant administrator of Dick 
Hall’s House. Miss Moser succeeds 


Lois A. Dunn, R.N. 
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@ Joseph H. Powell has been ap- 
pointed assistant administrator of 
Baptist Memorial Hospital, Mem- 
phis, Tenn. He was formerly 
administrative assistant at the 
hospital. Mr. Powell is a graduate 
of the University of Minnesota 
program in hospital administra- 
tion. i 


® Malcolm W. Reynolds has been ap- 
pointed administrator of Newport 
(Wash.) Community Hospital. He 
succeeds Kathryn V. Bush. 


© Donald M. Rosenberger has been ap- 
pointed director of the newly 
formed Unite Hospitals of 
Newark, N.J., a 
consolidation of 
the Presby- 
terian Hospital, 
Hospital for 
Crippled Chil- 
dren, Babies 
Hospital and 
Newark Eye and 
Ear Infirmary. 

Mr. Rosen- 
berger is pres- 
ently director of 
the Maine Medical Center, Port- 
land. He was the first director of 
this Center, having been director 
of the old Maine General Hospital 
since 1949. 

He is a fellow of the American 
College of Hospital Administra- 
tors, secretary of the Maine Hos- 
pital Association, and a faculty 
member of the Colby College In- 
stitute for Hospital Administra- 
tors. 


MR. ROSENBERGER 


@ Blanton £. Russell, M.D., has been 
appointed manager of the Veterans 
Administration Hospital at Omaha, 
Nebr. He was formerly manager 
of the VA Hospital at Cincinnati. 
Raymond F. Smith, M.D., manager of 
the VA University Drive Hospital, 
Pittsburgh, has been appointed to 
succeed Dr. Russell at Cincinnati. 
Horace D. Smith, M.D., manager of the 
VA Hospital in Omaha has been 
appointed manager of the Univer- 
sity Drive Hospital. 


@ Sister Margaret has been ap- 
pointed administrator of Carney 
Hospital, Dorchester, Mass. She 
was formerly administrator of St. 
Mary’s Hospital, Troy, N.Y. Sister 
Margaret is a graduate of the St. 
Louis University program in hos- 
pital administration. 


@ Sister M. Mirelia, O.S.F., has been 
appointed administrator of St. 
Elizabeth Hospital, Lafayette, Ind. 
She was formerly assistant ad- 
ministrator of the hospital, Sister 
M. Mirella succeeds Sister M. Amelia 
who has been appointed adminis- 
trator of St. Anthony Hospital, 
Terre Haute, Ind. 


@ Willard A. Smith has been ap- 
pointed administrator of Bank 
Street Hospital and Evans-Carrier 
Clinic, Decatur, Ala. He was for- 
merly business manager of the 
hospital. 


© Albert W. Speth has been ap- 
pointed administrator of Lock 
Haven (Pa.) Hospital. He was 
formerly administrative assistant 
at Delaware Hospital, Wilmington. 
Mr. Speth holds a master’s degree 
in public health from the Uni- 
versity of Pittsburgh. 


@T. Latane Winfree has been ap- 
pointed administrator of Grace 
Hospital, Richmond, Va., succeed- 
ing Robert H. Thomas who resigned 
to join the Virginia Council on 
Uniform Accounting. Mr. Winfree 
was formerly business manager of 
the hospital. 


@ Brigadier Jane E. Wrieden has been 
appointed national consultant for 
the women’s and children’s service 
of the Salvation Army. She was 
formerly administrator of Booth 
Memorial Hospital, Cleveland. 
Brigadier Wrieden holds a mas- 
ter’s degree in social service from 
the University of Buffalo. 


Deaths 


@ Emelia T. Dahigren, first adminis- 
trator of Lutheran Hospital, Mo- 
line, Ill., died April 3. She was 83. 
In 1905, Miss Dahlgren served as 
acting superintendent of Augus- 
tana Hospital, Chicago, and from 
1906 to 1915 was superintendent 
of Englewood Hospital, Chicago, 
where she founded a school of 
nursing. From 1916 until her re- 
tirement in 1945, Miss Dahlgren 
was administrator of Lutheran 
Hospital, Moline, where she 
founded another school of nurs- 
ing. She served in the dual ca- 
pacity of administrator of the 
hospital and _ superintendent of 
the school for nurses for a num- 
ber of years. 
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The simple beauty of the new wing of St. Luke’s Hospital is maintained by the trim appearance of General Electric Thinline air con- 


ditioners mounted inside the windows. 


163 General Electric Thinline Air Conditioners Cool 
and Filter the Air in This Wisconsin Hospital 


‘* AIR CONDITIONING means more than 

personal comfort to us,” says Karl 
York, administrator of St. Luke's Hos- 
pital in Racine, Wisconsin. ‘Patients re- 
lieved of discomfort are better patients, 
and the better the patient, the quicker 
the recovery. 

“Our employees are happier and more 
efficient, too.” 

General Electric Thinline air condi- 
tioners were donated to St. Luke’s by a 
former patient who had sweltered in a 
hospital bed through many hot, humid 
summer days. Air-borne dust, dirt and 
pollen are almost entirely eliminated. 

No one swelters at St. Luke's today, 
Both new and old sections of the hospital 
are cooled and ventilated by an air con- 
ditioning system that uses Thin/ine units 
in four different types of installations, 


Two Thinline air conditioners are built 


Progress /s Our Most Important Product 
GENERAL@@ ELECTRIC ~ 
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into glass block walls; one is mounted in 
a metal casement window; six others are 
mounted completely outside double-sash 
windows; and the remaining 154 are in- 
side double-sash windows. 


This system assures cool comfort and 
maximum cleaning convenience for each 
cooling zone in the building. 

Whether yours is a new or existing 
building, why not look into the advan- 
tages of air conditioning with General 
Electric Thinline units. Various models 
are available from 5600 to 14,500 BTU * 
capacity. There's one just right for your 
cooling needs. 

See your General Electric representa- 
tive for full details. General Electric Com- 
pany, Appliance Park, Louisville 1, Ky. 
*Cooling capacities are tested and rated in com- 
pliance with ARI (Air Conditioning and Re- 


Irigeration Institute) Standard 110-58 and are 
stated in BTU’s (British Thermal Units). 


Window-mounted Thinline units allow 
enough light to keep hospital rooms bright 
and cheerful. Many hospitals rent these 
units to patients as an added source of 
revenue. 
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the finest 


Stainless steel equipment is truly the epitome of 
hospital furniture. Now you can afford the finest stain- 
less steel equipment for your hospital...and it costs no 
more. Blickman offers an entire line unmatched for qual- 
ity, specially designed for use in every part of the hos- 
pital from the nursery to the autopsy room. Designs 
incorporate the latest advances in technique. Every item 
reflects Blickman craftsmanship...the result of a life- 
time of experience in raising steel fabrication to true art. 


All equipment is built of heavy gauge stainless steel 
and fitted with conductive casters, tips or glides. All 
items feature Blickman’s famous seamless weld con- 
struction throughout for maximum sanitation. 


For full information regarding stainless steel hos- 
pital equipment write to S. Blickman, Inc., 3805 Gregory 
Avenue, Weehawken, New Jersey. 


SEE US AT: Catholic Hospital Association, Atlantic City, N. J., 
Booth #541, 543, June 23-26, 1958. 


GTBAie Look for this symbol of quality 


when it costs no more? 
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A. Howard INSTRUMENT TABLE 
7830 SS 

Seamless all-welded construction and 
sound-deadening sub-top. On swivel 
conductive rubber casters. 20” x 36” 

x 32” high. Other sizes. 


B. Winfield FOOT STOOL 

7758 SS 

Strongly-braced, flared legs assure 
absolute stability. Top has electri- 
cally-conductive rubber tread. 18” x 
12” x 8” high. Other sizes available. 


Cc. Manhattan MAYO STAND 
7740 SS 

Easy,one-hand control, absolute sta- 
bility. Internal, non-slip device locks 
tray at any height, automatically. 
Fits under all operating tables. 


D. Ferguson UTILITY TABLE 
7850 SS 

Durable seamless welded construc- 
tion. Convenient drawer on swivel 
conductive rubber casters. 20” x 16” 
x 32” high. 

E. Northern IRRIGATOR STAND 


7789 SS 

Height adjustment from 72” to 108”. 
Lowered by pressing thumb latch; 
locks automatically. Heavy base on 
swivel conductive rubber casters. 


Visit Booth #115, A.O.R.N. Show 
Bellevue Stratford Hotel, Phila., 
Feb. 10, 1J, 12, 1958 


BLICKMAN 


HOSPITAL EQUIPMENT 
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WASHINGTON REPORT 


Congress Studies Hill-Burton 


This month House and Senate committees are busy 
making final decisions on health and hospital pro- 
grams for next year. Hill-Burton program’s future 
is being assessed in committee hearings run by Sen. 
Lister Hill (D-Ala.) and Rep. John Bell Williams 
(D-Miss.). Probable amount of funds for next vear's 
Hill-Burton program may be well over the $121.2 
million voted by the House. Other Hill-Burton is- 
sues such as extension of the program. and various 
amendments which could change the basic act itself 
are not so clear. 

The following questions concerning the Hill-Burton 
program are coming up for answers in House and 
Senate hearings. (1) Should the program be 
amended to include loan as well as grant funds? (2) 
Will an amendment be accepted earmarking more 
funds for urban renewal and modernization pro- 
grams? (3) Will the program put more stress on the 
basic program of general hospital construction and 
allow funds to be transferred from the categories to 
the basic program? (4) Will the program be 
amended to make federal funds available for private 
medical clinics and proprietary diagnostic and treat- 
ment centers? 

AHA has informed a Senate committee that it 
would like to see the following changes in Hill- 
Burton: (1) Stress on immediate need for moderni- 
zation and renovation of existing hospital facilities; 
(2) More funds available for modernization and 
renovation purposes; (3) Transferability of Hiuill- 
Burton funds from Part G (expanded) to Part C 
(basic program); and (4) Increase of hospital re- 
search project funds from $1.2 million to $3 million. 


Medicare Inquiry Continues 


House committee hearings on the Medicare pro- 
gram have developed testimonty critical of the pro- 
gram’s cost in its first year of operation. Several 
committee members have stated their belief that 
Medicare costs would be less if more military medi- 
cal facilities were used. Administration is requesting 
$80 million for next year’s program. 

Belief is growing among Congressmen that if De- 
fense Department would exercise its authority to 
limit military dependents’ freedom of choice be- 
tween civilian and military hospitals, great savings 
would result. 

Testifying on this point, Major General Olin F. 
Mclinay, air force deputy surgeon general, said 
that the same medical and hospital care for de- 
pendents costing the government an average of 
$46.58 a day could be given in military facilities for 
$26.00. He told House committee members that, “1, 
personally, was one of those who created even some 
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animosity by fighting strongly to limit the privilege 
of the dependent, and to insure that he should get 
his medical care from a medical facility of the serv- 
ices when it was available.” 

AHA has informed the House committee con- 
sidering Medicare appropriations that it should vote 
funds essential for the program in its present form 
and no limits should be placed on the right the mili- 
tary dependents now have in making free choice of 
physician and hospital. In its letter, AHA pointed 
out that the program had met with outstanding suc- 
cess and that, “We believe that it can be fully docu- 
mented that the federal government is not paying 
any greater rate for hospital care rendered in civilian 
facilities than is the civilian population generally 
in each area. In fact, because of administrative ar- 
rangements in some areas the government may be 
paying less.”’ 


Research Funds Requested 
for Staphylococcus Infections 


AHA urged Congress to vote increased federal re- 
search funds to meet the problem of staphylococcus 
infections in hospitals. In a letter to the Senate com- 
mittee considering appropriations for the National 
Institutes of Health, the AHA called for (1) $1 mil- 
lion additional funds earmarked for staphylococcus 
research, and (2) an increase of $500,000 for the 
Communicable Disease Center, to be used in special 
field studies and additional fiscal support to state 
laboratories. 

AHA told Senate committee members that the 
seriousness of the staphylococcus problem required 
immediate action by the U.S. Public Health Service. 
AHA said, “The incidence of this disease is not 
known and much too little is known about the or- 
ganism itself, the nature of resistance of people to 
the organism, and its mode of transmission. The ef- 
fects of environmental conditions are generally un- 
assessed. A great deal of study will be required to 
provide answers for effective prevention and control 
of this most serious problem. The Public Health 
Service is prepared to make the quickest start in 
providing some answers if it is given additional 
funds for this purpose.” 


AHA Supports Public Health Schools Bill 


In its first action on health legislation this year. 
the House Committee on Interstate and Foreign Com- 
merce favorably reported a bill to provide federal 
grants-in-aid to public and nonprofit schools of pub- 
lic health. 

The legislation, which is supported by the AHA, 
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would earmark out of federal funds appropriated 
annually to the Public Health Service, $1 million to 
be used for the country’s eleven public health schools. 

The committee declared that it hoped the new 
funds “. . . will not be used for the replacement 
of funds now secured from private and public 
sources ... but for the improvement and expansion 
of existing programs and the inauguration of new 
programs.” The bill, H.R. 11414, contains no statu- 
tory formula for the distribution of federal money, 
but makes provision for agreements between the 
PHS and the schools. 


Federal Aid for Medical Schools Opposed 


Representative Williams (D-Miss.), who succeeded 
to the chairmanship of the important House Inter- 
state and Foreign Commerce Health Subcommittee 
early in the current Congress, has for the first time 
expressed definite views on a major area of new 
health legislation. 

Rep. Williams has announced his opposition to 
federal aid for medical and dental school construc- 
tion. His position leaves in question the immediate 
future of medical school construction bills supported 
by the Eisenhower Administration and various na- 
tional organizations, including the American Hos- 
pital Association and the American Medical Asso- 
ciation. 

The extension of federal aid to this area, accord- 
ing to Rep. Williams, would be a first step towards 
socialized medicine. In sharp verbal exchanges with 
an AMA panel of witnesses, Rep. Williams declared 
that “I’m beginning to wonder whether AMA knows 
what it is doing—whether it has any set principles 
...If AMA wants to go ahead and contribute towards 
socialized medicine, that is their concern.” 

Although supporting the legislation in general, 
AMA witnesses took issue with a provision which 
would allow medical schools as much as two-thirds 
more federal funds if they increase their enrollment 
by 5 per cent. Dr. Hugh H. Hussey, AMA trustee, ex- 
plained that the AMA feared teaching standards 
might be lowered in schools which increased enroll- 
ment in order to become eligible for additional funds. 


PHS Backs Progressive Medical Care 


Since the first of the year, HEW’s Public Health 
Service has been promoting what it terms “progres- 
Sive medical care’ as a new concept of organized 
hospital services. 

The term is defined by PHS as “an organization of 
hospital services that revolves around the medical 
and nursing needs for the individual patient’. 

Latest and fullest expression of PHS’s campaign 
on progressive medical care was given by Dr. Aims C. 
McGuinness, special assistant to the secretary for 
Health and Medical Affairs, Department of HEW. 
Doctor McGuinness has been outlining the Public 
Health Service’s thinking on progressive medical 
care in a series of speeches. 

There are five types of hospital care, according 
to Doctor McGuinness, which depend on the needs 
of the individual person. These are intensive care, 
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intermediate care, self-care, long-term care and 
home-care. 

PHS is recommending that progressive medical care 
be organized around these five basic approaches to 
individual hospital needs. 

In the words of Doctor McGuinness, “Very few 
hospitals are now organized in this way. In fact, I 
know of none that cover the whole range. A good 
many, however, are developing the intensive care 
aspect of the plan, having started with the post- 
anesthesia recovery room, But in the average hos- 
pital nursing unit there still are only two or three 
seriously ill patients and half-a-dozen long-term 
patients, mixed in with a few who need a moderate 
amount of nursing care, and some who require al- 
most none.” 

Dr. Leroy E. Burney, PHS surgeon general, has 
also made HEW’s progressive medical care concept 
an item for inclusion in most of his public speeches 
and Congressional testimony. He told Senate com- 
mittee members, that the PHS is studying this de- 
velopment “. . . with the hope that it will lead to 
greatly improved patterns of hospital care at less 
cost to the patient. He said, “Some 7,000 hospitals 
are being surveyed to determine the extent to which 
the idea of progressive care has been incorporated 
into hospital practice.” 

Earlier, Dr. Jack C. Halderman, deputy chief of 
PHS Division of Hospital and Medical Facilities, 
told a House Appropriations Committee that the 
traditional hospital today is “. . . perhaps overly 
elaborate for certain patients who are just coming 
in for a diagnostic workup and perhaps does not 
give sufficiently intensive service to patients who 
are acutely ill.”” He said that progressive medical care 
would be a “radical” departure from such services 
and would affect all departments. of the hospital in- 
cluding nursing, records, supplies, etc. 


Congressional Notes 


Sen. Hubert Humphrey (D.-Minn.) introduced 
S. 3646 which provides for the same hospital and 
nursing home care program as the Forand bill, but 
eliminates surgical services provisions of the Forand 
measure. S. 3646 also liberalizes the provisions for 
cash benefit payments under OASDI and raises the 
maximum earnings covered to $6000. The bill con- 
tains positive prohibition of any direction of hospital 
activities. Senator Humphrey said the two parts of 
his bill will help bring “our social insurance pro- 
grams realistically up to date.”’ 

House majority leader John McCormack (D.- 
Mass.) introduced into the record two resolutions 
recently adopted by the General Court of Massa- 
chusetts, one calling upon Congress to extend the 
Hill-Burton act and alter its formula so as to aid 
states with large metropolitan areas, and the other 
calling upon Congress to adopt legislation to include 
medical and hospital payments within the Social 
Security Act. 

Congress received from President Eisenhower Re- 
organization Plan No. 1 for 1958 which would con- 
solidate the Office of Defense Mobilization and the 
Federal Civil Defense Administration. 
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Time-Saver. Just 15 minutes to rinse, scour, sterilize, and dry instruments with this all-Monel sterilizer. 


How your hospital can handle 


heavy sterilizing loads 


Look at Shreveport’s new 325 bed Schumpert Memorial 
Hospital ...22 Wilmot Castle Sterilizers built with 
Nickel-clad steel and Monel nickel-copper alloy. 


In Surgery: 9 sterilizers, including 6 
all-Monel* high-speed emergency 
units. 

In Central Supply: a ‘round-the-clock 
processing plant with 2 huge Nickel- 
clad rectangulars and a Monel 
cylindrical auxiliary unit. 

In Maternity: an automatically con- 
trolled autoclave for fast, safe ter- 
minal processing of formula. 

In Utility Rooms and Laboratory: 9 


more all-Monel autoclaves. 


In Castle’s bulk sterilizer, the inner 
chamber wall and door is a sheet of 
Nickel inseparably bonded to a steel 
shell. For cylindrical autoclaves, 
Castle uses double walls of Monel 
alloy. 


These nickel containing metals have 
maximum resistance to corrosive 
saline solutions, steam, organic 
debris, cleansers. Surfaces remain 


smooth and easy to clean. There's 
no peeling or warping despite re- 
peated temperature extremes. All 
welded construction virtually elim1- 
nates possible leakage. 


Any way you look at it, Castle's 
Monel and Nickel-clad sterilizers 
are built for a lifetime of service... 
economical service unfailing 
service. 


Need help in planning? Take ad- 
vantage of Wilmot Castle’s Hospital 
Planning Service. Write: Wilmot 
Castle, Inc., Rochester, N. Y. 


Reg trademark 


THE INTERNATIONAL NICKEL COMPANY, INC. 
67 Wall Street New York 5,N. Y. 


INCO NICKEL ALLOYS 
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EASHION SEAL PRESENTS 


ee THE MOST IMPORTANT 
| 
DESIGN IN YEARS! 
© COMPLETELY ELIMINATES underarm binding, 
‘| a strain, uncomfortable bunching. 
Allows meximyum arm and body movement, 
4 44 ; keeping arm fatigue and strain to a minimum. 
4 ra, © Prevents “riding vp’’ of the gown, thus giving 
= +4 even greater Yom of movement. 
At last! The own designed with the sur- 
a f geon’s apparel requ r ments in mind! No longer } 
a rf must the doctor be ee by clumsy, restricting 
| garments at the very Moment when absolute free- 
Lj dom of motion and maximum comfort are of upper- 
ty most importance, The patented Dynaflex°Comfort 
ee Panel allows for peak @tficiency during surgery, | 
actually prolongs the life Mof the gown because of i 
the elimination of strain...proof again that Fashion 
i | Seal is America’s First Name in Uniforms! 
; | Available in White, Jade, or Misty Green. 
= See your Institutional and Service Textile 
4 .... Distribution dealer or hospital supply dealer. 
Sales Office: 175 Fifth Avenue, New York, N.Y. 
, FASHION SEAL UNIFORMS Executive Offices & Factories: Huntington, N.Y. 
HOSPITAL DIVISION) 
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STATE INSURANCE COMMISSIONER DEMANDS 


Utilization Curbs, Hospital Economies 


The insurance commissioner of Pennsylvania has called upon hospitals 
in three Blue Cross Plan areas to curb unnecessary hospitalization and 
to institute programs to bring about “substantial economies in hospital 


operation.” 


In an adjudication of three rate increase requests, Commissioner 


Francis R. Smith said these and 
other steps were necessary if Blue 
Cross is to survive. He said he 
would not entertain or grant any 
further rate increases unless the 
steps he prescribed to meet these 
ends were followed. 

On the matter of hospital effi- 
ciency, he said he believed little 
had been done to increase it. He 
said he would condition his ap- 
proval of any hospital reimburse- 
ment formula between Blue Cross 
and any hospital “upon the actions 
of such hospital in putting into 
effect the plans and methods (for 
efficient hospital management) 
recommended to it by Blue Cross.” 

He said he had the right to pro- 
tect Blue Cross from unfair com- 
petition from commercial insurers 


and that he would do so. He said 
it had been alleged that “certain 
commercial insurers are offering— 
group accident and health insur- 
ance” on which they lose money, 
making up the loss on life insur- 
ance sold to the groups. This 
threatens Blue Cross by channel- 
ing out the good risks, he said, and 
he found that such unfair com- 
petition was against public policy 
in Pennsylvania as expressed in 
the nonprofit hospital plan act. 

He urged greater community 
representation on Blue Cross 
boards and proposed a_ public 
commission to make a sweeping 
study of hospitals. 

An abstract of Commissioner 
Smith’s adjudication follows. 


ABSTRACT OF THE ADJUDICATION OF PENNSYLVANIA 
INSURANCE COMMISSIONER FRANCIS R. SMITH 


There are today approximately 5,460,000 persons participating under 


Blue Cross Plans in Pennsylvania. 


This illustrates the extent to which the citizens of Pennsylvania de- 
pend upon nonprofit hospital service associations for their hospital care. 
The financing of hospital care through Blue Cross Plans has become a 


part of the social fabric of this 
State. 

The value of Blue Cross Plans 
is directly dependent upon the 
ability of such associations to pro- 
vide hospital care to the whole 
community at fair and reasonable 
costs which the members of the 
community can afford to pay. It 
is incumbent upon me as insur- 
ance commissioner, and all inter- 
ested members of the community, 
including hospitals and physicians, 
to take every reasonable action to 
lessen the financial burden now 
borne by the citizens of this Com- 
monwealth in paying the costs of 
hospital care. 

The need of Blue Cross Plans 
for higher rates is directly caused 
by the increasing costs of hospital 
services and the increasing utili- 
zation of such services by Blue 


MAY 16, 1958, VOL. 32 


Cross subscribers. The administra- 
tive costs of the Blue Cross Plans 
constitute on an average only 5 
per cent to 6 per cent of premium 
income. Likewise, the portion of 
income devoted to reserves is in- 
substantial, amounting on an 
average to less than 2 per cent of 
premium income. Therefore, ap- 
proximately 93 cents of every dol- 
lar of premium income by the Blue 
Cross Plans goes to hospitals to 
pay for the services rendered 
subscribers. Hospital costs have 
increased substantially over re- 
cent years, resulting in increases 
in Blue Cross rates. 

The testimony at the hearings 
showed that hospital administra- 
tors have no expectation that hos- 
pital costs will level off in the 
near future. If present attitudes 


regarding hospital care remain un- 
changed, if present methods of 
hospital administration are con- 
tinued, if present practices in the 
admission to hospitals of sub- 
scriber patients are not corrected, 
the Blue Cross Plans will be ap- 
plying year after year for addi- 
tional rate increases. 

The steadily mounting costs of 
hospital care are placing the Blue 
Cross Plans in no less than an 
emergency condition. Unless rate 
increases are approved to provide 
funds to pay these increasing costs, 
the three Blue Cross Plans in- 
volved in these hearings would 
eventually become bankrupt. On 
the other hand, if rate increases 
are to become necessary regularly, 
the basic object of Blue Cross will 
be defeated, that being to provide 
medical care to the citizens of the 
state at reasonable costs through 
nonprofit organizations. 

It should be emphasized that 
every unnecessary day of hospital 
occupancy forces Blue Cross sub- 
scriber-rates upward. Witnesses 
representing the Capital Hospital 
Service of Harrisburg testified 
that if each hospital stay by Blue 
Cross patients could be reduced 
by one-tenth of-one day, the plan 
would save over $150,000 each 
year. Consequently, if each stay 
could be reduced by one whole day 
the plan would save $1.5 million 
each year. 

I am convinced that we should 
not resign ourselves to ever-in- 
creasing hospital costs and to un- 
necessary utilization of hospital 
services, and consequently to 
steadily climbing Blue Cross rates. 

I do not believe that everything 
has been done to bring about the 
most efficient and economical 
management of our hospitals. In 
fact, I believe very little has been 
done. I do not believe that every- 
thing has been done by hospital 
administrators, by the Blue Cross 
organizations, and by the medica] 
profession to eliminate unneces- 
sary admissions and to reduce pro- 
tracted hospital stays. In fact I 
believe, with few exceptions, very 

(See PENNSYLVANIA, page 116) 
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AT CAROLINAS-VIRGINIAS MEETING 


Progressive Care Suggested for Cutting Costs 


“Selective care tailored to the immediate needs of the individual 
patient” may be the way to combat the rising cost of hospital care, an 
official of the U.S. Department of Health, Education and Welfare told 
the 28th annual meeting of the Carolinas-Virginias Hospital Conference. 
The two day conference, held in Roanoke, Va., April 24-25, attracted 


nearly 1000 persons. 

Under the selective, or gradu- 
ated, care program, the patient 
would be assigned to one of five 
types of care: intensive care, in- 
termediate care, self care, long- 
term care and home care. 

This approach was suggested by 
M. Allen Pond, who read a paper 
prepared by Dr. Aims C. McGuin- 
ness for the conference. Dr. 
McGuinness is special assistant for 
health and medical affairs to HEW 
Secretary Marion B. Folsom. Mr. 
Pond is an assistant to Dr. Mc- 
Guinness. 

In his paper, Dr. McGuinness 
stated that the Public Health 
Service estimates that more than 
$10 billion will be needed for hos- 
pital and other health facilities in 
the next 10 years to cover popu- 
lation increases, modernization 
needs, and replacement of obsolete 
structures. 

The problem of financing the 
health needs of the aged may 


eventually be solved, at least in 
part, by legislation and some form 
of government participation, Mau- 
rice J.-Norby said. Mr. Norby, 
deputy director of the American 
Hospital Association, spoke at a 
general session of the conference. 
He said a score or more bills re- 
lating to the health care of the 
aged have been introduced in 
Congress this session. 

Earlier, James Brindle, director 
of the social security department 
of the United Auto Workers union, 
told the opening general session 
that “if we are to have a better 
organization of services in hospital 
administration, trustees must ac- 
cept the fact that they will be in 
frequent and sometimes bitter 
controversy with physicians over 
how best to furnish medical care. 
They will,” he said, “often have to 
decide whether they are going to 
put the welfare of the patient and 
the good of the community ahead 


First Kimball Award to E. A. van Steenwyk 


JUSTIN FORD 


aad 


E. A. van Steenwyk (second from left), executive director of the Associated Hospital Service, 
Philadelphia, is shown after accepting the Justin Ford Kimball Award—‘‘For outstanding en- 
covragement given to the concept of voluntary prepaid health care plans’’. The award was 
presented to him by Robert T. Evans (left), outgoing chairman of the Blue Cross Commission. 
Also shown are Justin Kimball, son of Justin Ford Kimball and controller, J. Walter Thompson 
Co., New York, and Tol Terrell (right), president of the AHA and administrator, Shannon West 
Texas Memorial Hospital, San Angelo, who gave the honor address at the luncheon ceremony. 
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of the interests of the medical 
staff.”’ 

Mr. Brindle said that the prob- 
lems faced by health care prepay- 
ment programs can be_ solved 
only if: 

1. Personnel and facilities which 
furnish health care are organized 
in such a way as to operate effi- 
ciently and productively. 


HUFF NAMED 
CONFERENCE SECRETARY 


William R. Huff, executive secre- 
tary of the West Virginia Hospital 
Association, Charleston, was appointed 
the first permanent executive secre- 
tary of the Carolinas-Virginias Hospi- 
tal Conference. The appointment was 
made by the board of trustees of the 
conference at their executive session 
April 26. Mr. Huff will be responsible 
for handling the mechanics of the 
annual conference meetings. 


2. Programs include a full range 
of needed medical services, so that 
those which are medically appro- 
priate are used. 

3. Proper controls are set up to 
guard against unjustified inflation 
of costs. 

4. Prepayment programs, on be- 
half of their members, see that 
the quality of care is protected. 

Trends in medicine may reduce 
the size of the hospital staff but 
not the number of patients, Dr. 
Charles L. Hudson predicted in an 
address on future trends influenc- 
ing hospitals. Dr. Hudson is a 
member of the American Medical 
Association’s House of Delegates 
from Cleveland. “The use of the 
hospital may become more spe- 
cialized,’ he said, with “increas- 
ing attention” given to the provi- 
sion of domiciliary care outside 
the hospital. 

“Nursing education is under- 
going great change” said Miss 
Ruth Freeman, who followed Dr. 
Hudson on the program. Miss 
Freeman is president of the Na- 
tional League for Nursing and an 
associate professor at Johns Hop- 
kins University, Baltimore. She 
discussed trends in this area that 
have significance for hospitals. 

“First,” she said, “there is ex- 
perimentation with a _ shortened 
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supervision course for the nurse 
who is working where nursing and 
medical supervision are immedi- 
ately accessible.’ Another trend 
she said, “is the sharp upgrading 
of hospital schools” creating “a 
situation that is more satisfying 
to the prospective student and 
hence may be expected to attract 
a larger number of candidates.” 
She said that there has also been 
a sharp increase in the “numbers 
of nurses enrolled in programs 
preparing for supervision, ad- 
ministration and consultation.” 


Miss Freeman said that “the 
most apparent trend in utilization 
of nursing personnel is the greatly 
expanded use of auxiliary nursing 
staff.” She said that today “well 
over half of the hospital nursing 
staff is made up of practical nurses 
and auxiliary workers.”’ 

Ray Amberg told the final gen- 
eral session that the big question 
confronting hospital personnel 
should not be “is hospital care too 
expensive?’ Rather, it should be 
“is the kind of care.the patient 


receives worth what it costs?” 


Mr. Amberg is president-elect of 
the American Hospital Associa- 
tion and director of the University 
of Minnesota Hospitals, Minne- 
apolis. He said that health plan- 
ners in the future must continue 
to stress locating hospitals where 
they will serve a maximum num- 
ber of people. 

At the banquet that concluded 
the conference, W. C. Bloxom was 
installed as president of the con- 
ference. Mr. Bloxom is administra- 
tor, Johnston-Willis Hospital, 
Richmond, Va. 


AT ASSOCIATION OF WESTERN HOSPITALS 


Speaker Says Public Final Hospital Arbiter 


The public will make the final decision as to the future of the hospital, 
Mark Berke, director of the Mount Zion Hospital, San Francisco, told 
the 28th annual convention of the Association of Western Hospitals. 

More than 5,000 attended the meeting which was held in San Francisco 


April 21-24. 

“We must accept the fact that 
in the final analysis it is the pa- 
tient who will determine what the 
hospital’s future is to be,” Mr. 
Berke told a general assembly. “It 
is the public which will decide 
what services it wishes us to pro- 
vide, and what relationship shall 
exist between hospital, physician 
and patient, and what legislation 
is required to bring about this re- 
lationship. | 

“What we must do is to provide 
the leadership, analyze the needs 
of the public, recommend the best 
methods to meet those needs, and 
then try to guide the public into 
making the wisest choice. In do- 
ing this, we must work together 
with the medical profession mueh 
more closely than we are doing to- 
day, stripping away areas of 
superficial conflict and clearly de- 
lineating what respective 
functions and responsibilities. shall 

On hospital costs, Mr. Berke 
said “they need no defense and 
they need no justification .. . If 
there is any valid complaint about 
our costs, it is that they are not 
high enough, I doubt whether any 
industry in the country undergoes 
more realistic and painful self- 
appraisals of its methods, proce- 
dures and personnel | utilization 
than our hospitals.” 

He also said that simple arith- 
metic would show that for every 
five cents an hour increase on hos- 
pital wages at least one dollar 
must be added to the per diem 
rate. 
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“It has been said too often that 
if medical care costs continue to 
rise, the only alternative is a gov- 
ernment-controlled program,” he 
said. “I doubt the truth of this... 
A government-controlled program 
will not reduce costs, except as it 
reduces services. 

“On the contrary, it will almost 
certainly increase costs, since 
there will be the usual additional 
administrative costs that go hand- 
in-hand with programs that are 
established by political bodies. 
There may be some reshuffling of 
the sources of revenue, but all 
that will happen is that the costs 
will be met through taxes rather 
than through premiums or indi- 
vidual payments. 

“No country that now has gov- 
ernment medicine has superim- 
posed its program on as broad a 
coverage of voluntary health in- 
surance as we have available in 
America. Health insurance is not 
perfect by any means, but it makes 
government coverage unnecessary 
at this time, and, I hope, for a 
long time to come.” 

Sam Kagel, a San Francisco at- 
torney and formerly a member of 
the board of a Blue Cross Plan, 
said that voluntary health insur- 
ance was facing the severest chal- 
lenges of its history. 

The growing number of persons 
covered by voluntary health in- 
surance is not only a measure of 
the success of prepayment but 
contains a real challenge as well, 
he said. More and more are cov- 
ered, they like prepayment, they 


depend upon it, and if they lose it 
for one reason or another, they 
are going to do something about it, 
he said. 

Rising costs of hospital care is 
another challenge, he said, and 
still another is the general failure 
of Blue Cross and the insurance in- 
dustry to take care of the aged and 
the jobless. 

Finally, Mr. Kagel argued, the 
change in the direction of the 
voluntary plans was a threat to 
the continuance of the voluntary 
mechanism. “I suggest,” he said, 
“that the abandonment of the 
community rating principle which 
we have seen constitutes a real 
threat. Abandonment of this prin- 
ciple will create search for other 
coverages, and government is one 
such choice.” 

Basil C. MacLean, M.D., presi- 
dent, Blue Cross Association, said 
that Blue Cross had not overlooked 
the problem of the aged nor had 
it, he said, “conspired against our 
senior citizens by using the age of 
65 as a contract escape point. In- 
stead, Blue Cross has .a long- 
established policy of continuing 
its oldsters as individuals or as 
retirees of groups. 

“There is some consideration be- 
ing given now to covering the aged 
under the federal social security 
program. Without endorsing any 
one of the specific proposals for 
governmental financing of health 
care of the aged, I do want to point 
out that the blanket opposition to 
all of them—without constructive 
alternatives—will not solve this 
pressing problem.” 

He said that “one stumbling 
block against efforts to provide 
hospital care by prepayment is 
the battle to remove from Blue 
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Cross contracts in some parts of 
the country traditional hospital 
services like radiology, pathology 
and anesthesia. 

“If we are to think of health 
service as a goal in a package 
sense, the hospital operation should 
not be as confusing to Joe Blow as 
the store where in buying a suit 
he had to pay for the coat in one 
place, the pants in another, the 
buttons in another and even the 
buttonholes to another tailor.” 

Speaking as an employer, John 
B. Wallis, secretary and personnel 
manager, Pacific Lighting Gas 
Supply Co., Los Angeles, said 
“free-wheeling hospitalization, 
fuzz-buzzing of bills and loading 
of extras are some particularly 
virulent forms” of the ailments of 
voluntary prepayment. He said 
that employees should make sub- 
stantial contributions to the cost 
of basic coverage. 

Tol Terrell, president of the 
American Hospital Association, 
told the first general session of the 
growth of the AHA’s service pro- 
gram. He said that the work of the 
past years had built a solid foun- 
dation of knowledge and now the 
AHA was in the implementation 
era. The Association, he said, 
exists to serve the members and 


is no stronger than its member- 
ship. 

Edwin L, Crosby, M.D., director 
of the AHA, said the AHA could 
develop a set of guiding principles 
for hospitals but couldn’t, and 
didn’t want to, put them into ef- 
fect in “your hospitals. That is 
your decision and your task. You 
have banded together in your as- 
sociations. These are your link 
And a hospital links together many 
people, all in behalf of the pa- 
tient.” 

During a panel discussion, 
Clyde W. Fox, moderator of the 
program, and Howard Hatfield 
charged that the western states 
did not receive their proper share 
of AHA council and committee ap- 
pointments. Mr. Fox, administra- 
tor, Washoe Medical Center, Reno, 
and Mr. Hatfield, administrator, 
Long Beach (Calif.) Community 
Hospital, said that the East was 
underrepresented. Mr. Hatfield 
said the west had only 38 out of 
550 appointments. 

Mr. Terrell pointed out that 
Nevada had one delegate in the 
policy-making body of the Asso- 
ciation, its House of Delegates, and 
Connecticut had one delegate, al- 
though Connecticut had 10 times 
as many members and paid 10 


times as much dues as Nevada. 

Mr. Fox said resolutions would 
be brought to the House on the 
subject because the West wanted 
a greater reflection of its philoso- 
phy, which he termed quite dif- 
ferent from that of the East. 

Paul R. Hoff, administrator, 
Bannock Memorial Hospital, Poca- 
tello, Idaho, said he felt that 
House meetings were too short, 
things were rushed through and 
the pre-convention meetings of 
delegates were to sell the program 
already decided upon. Mr. Terrell 
said the meetings were “not to sell 
but to inform.” 

Ralph J. Hromadka, administra- 
tor, Santa Monica (Calif.) Hospi- 
tal, took office as president. 
Wesley Lamer, administrator, Phy- 
sicians and Surgeons Hospital, 
Portland, Ore., was named presi- 
dent-elect. Other officers named 
were: first vice president, John H: 
Zenger, administrator, Utah Val- 
ley Hospital, Provo, Utah; second 
vice president, Sister Anne Ray- 
mond, St. Vincent’s Hospital, Bill- 
ings, Mont.; third vice president, 
Paul Bliss, Vancouver Memorial 
Hospital, Vancouver, B.C. Re- 
elected treasurer was Joseph L. 
Zem, director, St. Luke’s Hospital, 
San Francisco. 


AT TRI-STATE ASSEMBLY 


Sectional Meetings Examine Current Problems 


“Often the doctors or hospitals that yell the loudest about their rights, 
their privileges, their liberty, do the least about their duties and responsi- 
bilities,” Dr. Kenneth B. Babcock said, speaking at the opening general 
session of the Tri-State Hospital Assembly. The assembly, held April 28- 
30 in Chicago, is annually sponsored by the Illinois, Indiana, Michigan and 


Wisconsin state hospital associa- 
tions. 

Dr. Babcock, director of the 
Joint Commission on Accredita- 
tion of Hospitals, said that “free- 
dom in the health field must never 
be interpreted to be freedom to 
do as one pleases.” 

The Tri-State program, as in 
the past, emphasized sectional 
conferences. This year 36 sectional 
meetings were held on various 
hospital specialties. 


ACCOUNTING 


In a_ session on accounting, 
George E. Sanders said that man- 
agement controls used in big busi- 
ness may well be employed in the 
hospital. Mr. Sanders, of the 
Royal McBee Corp., Detroit, said 
that “from a management view- 
point, industry’s problem of re- 
lating manufacturing costs to its 
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product mix is basically the same 
as the hospital’s problem of relat- 
ing special service departmental 
costs to its patient mix.” 

Leon Hann, comptroller of the 
Marion (Ind.) General Hospital, 
said that the secret of a good 
credit system is “to get as much 
money as possible before the pa- 
tient leaves the hospital.” 

A trained accountant will save 
the hospital “more than the differ- 
ence between his salary and that 
of a bookkeeper,” said John L. 
Brown. Mr. Brown is director, 
Rockford (Ill.) Memorial Hospi- 
tal. He said that “any general 
hospital of 100 beds or more 
should employ a trained account- 
ant on a full-time basis. Mr. 
Brown defined a trained account- 
ant as one who has “all the 
educational requirements and ex- 


perience necessary to make him 
eligible to take a CPA’s examina- 
tion.” 

John Keith Gregory, controller 
of Evangelical Deaconess Hospi- 
tal, Milwaukee, said that hospitals 
are faced with the problem of 
raising prices to meet costs with- 
out destroying chances of collect- 
ing for services rendered. 


PUBLIC RELATIONS 


Standing room crowds at the 
two public relations sessions of 
the assembly emphasized the im- 
portance placed on this area by 
many in the hospital field. 

John Danielson, administrator 
of Evanston (Ill.) Hospital, called 
doctors the “best potential sales- 
men” for the hospital, because 
they actually bring patients into 
the hospital. Their attitude to- 
ward the hospital and its adminis- 
tration, he said, largely determines 
the atmosphere of the hospital. 

Building good will for the hos- 
pital through the nursing staff is 
essentially keeping nurses _in- 
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formed of hospital developments 
and trying to understand them as 
human beings, said Helen Dunn. 
Miss Dunn is director of nursing 
at the University of Illinois Re- 
search and Educational Hospitals, 
Chicago. ‘““Much of the problem of 
keeping the patient happy with 
his nursing care could be solved,” 
she said, “if we told the patient he 
wasn’t going to have a nurse at his 
bedside every minute.” 


LAUNDRY 


In a session on laundry service, 
Norman Bailey said that the best 
equipment in the world is of no 
use without properly trained, 
oriented personnel. “Because the 
majority of laundry workers are 
in the middle age groups,” he said, 
“there is considerable resistance 
to the introduction of new ideas 
and improved work techniques.” 
Mr. Bailey is director, Grant Hos- 
pital, Chicago. He said that hos- 
pital administrators must bring 
supervisors into the “know” when 
changes in procedure are pro- 
posed. Immediate supervisors are 
often bypassed in these cases, he 
said, dooming the success of the 
new techniques. 

“When a new procedure is pro- 
posed,”’ Mr. Bailey said, “chances 
are 90 per cent that workers wil! 
object. These objections should be 
listened to,” he said, “‘since out of 
them may come ideas that may 
contribute to the further develop- 
ment of the new technique.”” Man- 
agement, he said, “should be 


prepared to ‘sell’ new techniques 
step by step to supervisors and 
workers so that they will adopt 
and use them willingly and with 
a greater sense of satisfaction.” 

Cooperation is a good thing, but 
it can be overdone, Hi Schwartz, 
executive editor of the American 
Laundry Digest said, speaking at 
a session on laundry service. There 
is, he said, “‘a fine line of demarca- 
tion between cooperation and 
capitulation.” The manager, he 
said, must know where to draw 
the line. 


PURCHASING 


Sister Elise, treasurer-general of 
the Sisters of Charity, St. Joseph, 
Ohio, told the section on hospital 
purchasing that, in theory, group 
purchasing should work perfectly. 
In practice, she said, it has its dis- 
advantages: (1) Slowness in get- 
ting purchasing done because of 
the distances that are often in- 
volved. This makes larger inven- 
tories necessary. (2) Ultimate 
value of a product or a brand may 
not be the same in one vicinity as 
in another. 

She said that the granting of a 
high degree of autonomy to the 
purchasing agent of each unit is 
one way of overcoming these diffi- 
culties. 


AUXILIARIES 


Marjorie A. Sanders, R.N., di- 
rector of McLaren General Hos- 
pital, Flint, Mich., speaking at the 
hospital auxiliary session, said 


Welcome to the Fraternity 


HONORARY membership in Alpha Delta Mu fraternity was conferred upon Dr. 
Babcock, director of the Joint Commission on Accreditation of Hospitals (right), by Pau! 
Kempe (left), president of the fraternity and superintendent of Silver Cross Hospital, Joliet, Ill. 
Waiting to congratulate Dr. Babcock is Carl T. Heinze, (center) past president of the fraternity 
and assistant administrator, University of Illinois Hospitals. The honorary membership was 
presented to Dr. Babcock at the annual dinner of the fraternity, held last month in Chicago. 
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that the efforts and achievements 
of hospital auxiliaries rank in im- 
portance with those of large 
foundations. “‘Auxiliaries are our 
hospitals’ great endowment, our 
strong and growing foundation,” 
Miss Sanders said. “The total 
number of dollars raised by all 
the hospital auxiliaries in this 
country would represent the in- 
terest on a very large trust in- 
deed,” she said. 


VOLUNTEERS 


Speaking at a volunteers session, 
Ray E. Brown, superintendent of 
the University of Chicago Clinics, 
said that many administrators find 
it difficult to evaluate their volun- 
teer program because they don't 
know by what standards to mea- 
sure it. He said that a good volun- 
teer program should _ ascertain 
what the volunteer herself is seek- 
ing and then -try to satisfy her 
need for directed and meaningful 
activity. Mr. Brown listed three 
criteria by which the worth of a 
hospital’s volunteer program might 
be assessed: (1) The satisfaction 
of the volunteer herself; (2) the 
satisfaction of the patients for 
whom services are performed, and 
(3) the acceptance and respect for 
the volunteer by the paid per- 
sonnel with whom the volunteer 
works. 

TRUSTEES 


In terms of their primary func- 
tions, boards of trustees and the 
medical staff are independent 
units, James C. Bard said, speak- 
ing at a conference of medical 
staff members and trustees. Mr. 
Bard, a trustee of Henrotin Hos- 
pital, Chicago, said, “trustees are 
selected for their administrative 
contribution, doctors are  ap- 
pointed to practice medicine—the 
two should always remain sepa- 
rate.” 

Dr. Rudolph J. E. Oden, an at- 
tending surgeon, Augustana Hos- 
pital, Chicago, said that since the 
activities of the medical staff and 
the nursing service are the vital 
elements of a hospital, it is noth- 
ing less than reasonable to expect 
official representation on the board 
by at least one member who is 
acquainted with the medical prob- 
lems involved. With his election 
to the board, said Dr. Oden, the 
doctor, in addition to his regular 
activities as a member of the 
medical staff, assumes the added 
program of becoming acquainted 
with all the departments of the 
hospital in a manner which is 
neither required nor sought by 
other staff members. 
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C-2C Conductive Wax is listed by 
Underwriters’ for its anti-slip prop- 
erties, freedom from danger of spon- 
taneous combustion, as well as its 
safe electrical properties. 
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HOSPITAL PHARMACISTS MEET 


Safer Drug Handling in Hospitals Explored 


Plans and techniques for improving the handling and use of drugs in 
hospitals received a major share of attention at the annual meeting 
of the American Society of Hospital Pharmacists, meeting late last month 
in Los Angeles. The society was one of six affiliated organizations meet- 
ing in conjunction with the American Pharmaceutical Association. 


Talks and discussions during the 
four-day ASHP program yielded 
these highlights: 

@ A major contribution by ASHP 
toward improving the use of drugs 
in hospitals, the American Hospi- 
tal Formulary Service, will be 
launched in September. 

@ An interim report on a study of 
“strip packaging” of medications 
indicates that this system offers 
great advantages in the _ safe 
handling of drugs and medications. 
® Potential of the hospital phar- 
macist in the orientation of student 
nurses in pharmacy policies and 
procedures is being widely neg- 
lected. 

@ An antibiotics committee of the 
medical staff can work effectively 
toward controlling the indiscrimi- 
nate use of antibiotics in hospitals. 
@® Full-time hospital positions in 
pharmacy research are urgently 
needed if advances are to be made 
in this field. 

® Printing labels in the pharmacy 
is practical for both large and 
small hospitals. 


COLLECTION OF MONOGRAPHS 


The American Hospital For- 
mulary is a loose-leaf collection of 
monographs describing the charac- 
ter and uses of various drugs that 
the medical staff of each hospital 
may use in preparing individual 
hospital formularies. 

“The primary purpose of the 
formulary system is the promotion 
of better patient care through bet- 
ter drug therapy,” said William M. 
Heller in describing the service. 
~ “Such a formulary does not re- 
place standard pharmacology or 
pharmacy or medical texts or the 
original literature. It does, how- 
ever, provide the most useful in- 
formation in a brief form in a 
quickly accessible location.” 

Mr. Heller, who is chief phar- 
macist at the University of Arkan- 
sas Medical Center, pointed out 
that in addition to saving some of 
the time and effort of many phar- 
macists and physicians in prepar- 
ing monographs, the American 
Hospital Formulary will provide 
greater standardization of arrange- 
ment, information and_termi- 
nology. 
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The American Hospital Formu- 
lary is a subscription service. In- 
cluded in the first year’s subscrip- 
tion are all monographs and other 
printed information available at 
that time and one year of supple- 
ments consisting of additional 
drug monographs. 

“The American Hospital For- 
mulary can be kept up to date and 
can be tailor-made to the desires 
of the medical staff of the hospi- 
tal,” Mr. Heller said. 


SUBSCRIPTION PRICE GIVEN 


Price of the original subscription 
is $15, with reductions for multi- 
ple orders. After the first year, 
annual supplements will cost ap- 
proximately $5. 

“By use of this service,” Mr. 
Heller concluded, “medical staffs 
will be able to devote more time 
to the careful selection and evalu- 
ation of drugs.” 

He said if'a copy were placed on 


each nursing unit of the hospital, 


nurses would have information on 
the administration of drugs readily 
available, thereby safeguarding 
the welfare of the patient. 

How hospital pharmacists can 
fill posts as teachers of pharma- 
cology in schools of nursing at- 
tached to their hospitals was out- 
lined in a paper prepared by Sister 
M. Gonzales, chief pharmacist, and 
Gerard Wolf, assistant chief phar- 
macist at Mercy Hospital, Pitts- 
burgh. 

Hospital pharmacists are re- 
luctant to assume these duties, the 
authors stated, not because they 
don’t feel that they know the sub- 
ject, but because they are not ac- 
quainted with teaching techniques. 

Among sound reasons given for 
the pharmacist’s assuming this 
added responsibility were: 

1. Because the pharmacist is 
constantly in touch with new 
trends in medicine, he knows that 
is important for the nurse to know 
and what is unimportant. 

2. The pharmacist can teach 
student nurses proper drug han- 
dling procedures. 

3. Relationships between. the 
pharmacy and nursing depart- 
ment are improved through per- 


sonal contact and mutual aware- 
ness of problems. 

4. Teaching increases the value 
of the pharmacist to the hospital. 

The authors outlined such teach- 
ing techniques needed by the 
pharmacist as choosing texts and 
reference books, preparing lec- 
tures, determining the contents of 
a course, and preparing examina- 
tions. 


STRIP PACKAGING STUDY 


Robert Bogash, director of 
pharmacy service at Lenox Hill 
Hospital, New York, said strip 
packaging—machine packaging of 
medicines in one-unit disposable 
packages—could be the next im- 
portant development in hospital 
pharmacy practice. 

First phases of a projected 18- 
month study at Lenox Hill Hos- 
pital have indicated that. the 
technique has a number of advan- 
tages from standpoints of both 
safety and economy. 

Mr. Bogash said the system pro- 
vides positive identification of the 
medication from the time it 
leaves the pharmacy until it 
reaches the patient. Chances of 
medication errors, he said, are 
much lower with this system than 
if medications are carried to the 
patient unpackaged. 

The system provides both flexi- 
bility and uniformity in dispensing 
medications, Mr. Bogash said, and 
simplifies medication charges to 
patients. Strip packaging also re- 
moves from the nursing depart- 
ment duties which actually should 
be performed in the pharmacy, he 
said. 

The strip packaging machine 
can also be used for nonmedicinals, 
he said. Some examples are indi- 
vidual portions of jellies or con- 
diments or miscellaneous small 
engineering department supplies. 

Sister M. Rebecca, chief phar- 
macist at St. Benedict’s Hospital, 
Ogden, Utah, in outlining the 
workings of an antibiotics board 
of the hospital’s medical staff, said 
that progress has been made in 
restricting the use of antibiotics 
to cases in which they are highly 
necessary during the 18 months 
the board has existed. 

The board, composed of the 
pathologist, staff pharmacist and 
staff physician appointed by the 
hospital administrator, was formed 
to study methods of restricting the 
use of antibiotics and to offer rec- 
ommendations for rational therapy 
to the medical staff. 

Work toward these objectives 
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POLAR WARE 
full quart 


Insulated 


ry 


best tor many uses 
best tor service 


beat in construction 
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Think what you can do with a pitcher like 
this that “holds” temperatures. It keeps hot 
drinks piping hot, cold drinks refreshingly 
cool — always. For lengthy staff meet- 
ings, for service to nurses on night desk 
duty, for transporting soup or chilled juices 
to distant floors, there's nothing that can 
serve you better — or make you look better 
as a manager. 

You'll be glad to know, too, that this ver- 
. gatile pitcher not only looks good but is 
good, all the way through. Inside and out 


it’s all stainless steel. The inner container | 
is welded to the outer shell to give you solid, 


one-piece construction. There is nothing in- 
side to break loose and rattle. The hinged jm 


plug type cover, stainless too, is insulated to 
“lock in” heat or cold — an exclusive Polar 
first. And the famous Polar No-Drip Lip 
always prevents messy pouring. . 

Ask the men who call on you for full infor- 
mation. You'll find that the best supply 
houses carry Polar Ware. 


"3500 LAKE SHORE ROAD 


Polar Ware Co. 


SHEBOYGAN, WISCONSIN 
Merchandise Mart — Chicago 54 “415 Lexington Ave. “800 Santa Fe Ave. Offices in Other Principal Cities 


Room 1455 New York 17, N. Y. Los Angeles, Calif. ‘Designates office and 
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has taken the form of keeping a 
current record of all patients re- 
ceiving antibiotics and publishing 
a monthly summary of charts of 
these patients for review of the 
antibiotics board. 

“Staff physicians at first thought 
the board would decrease ‘staph’ 
resistance at the cost of increasing 
staff resistance,” Sister Rebecca 
said, “but this has not proved 
true.” The first move toward 
establishing the board came from 
a member of the medical staff, she 
Said. 

The fact that St. Benedict’s is 
the only hospital in the area with 
such a program handicaps its ef- 
fectiveness, Sister Rebecca said. 
However, the hospital hopes that 
in time the board’s influence will 
extend to physicians throughout 
the community, she added. 

Advantages to a hospital phar- 
macy of printing its own labels 
were detailed in a study made by 
Herbert L. Flack, director of phar- 
macy service, and Fred G. Salfi, 
pharmacy resident, Jefferson Medi- 
cal College Hospital, Philadelphia. 

Of some 50 labeling machines 
investigated, 2 met specifications 
set down by the authors of the 
study closely enough to warrant 
testing. These machines cost less 
than $1000, print 100 to 150 labels 
per minute, are portable, and can 
be run by an unskilled operator. 

Subsequent studies carried out 
with the machines proved that 
label printing is practical in phar- 
macies of large and small hospi- 
tals, the researchers said. Among 
the advantages cited were (1) 
large label inventories are un- 
necessary; (2) time is saved in 
control-coding the labels; (3) 
with pressure sensitive labels, an 
electric dispenser greatly facili- 
tates fastening the labels to the 
container; (4) there is an economy 
in the cost of labels; and (5) labels 
can be printed for other hospital 
departments. 

RESEARCH NEED TOLD 


There is an urgent need for hos- 
pitals to establish full-time posi- 
tions in pharmacy research, Dean 
Glenn L. Jenkins told the pharma- 
cists. 

Dean Jenkins, head of the Pur- 
due University School of Phar- 
macy, said pharmacists are too 
deeply involved in their profes- 
sional duties to do any sustained 
research work. He said research 
positions must be free from service 
and administrative duties to en- 
able the scientist to work in an 
atmosphere of encouragement and 
understanding. 


110 


Carl A. Lawrence of the Los 
Angeles County Health Depart- 
ment, in a talk on current trends 
in germicides, said studies have 
shown that there is no correlation 
between antibiotic resistance and 
sensitivity and disinfectant re- 
sistant and sensitivity. 

“Antibiotic resistant staphylo- 
cocci are just as vulnerable to dis- 
infectants as nonresistant types,” 
he said. Hospitals are safe in using 
germicide solution strengths rec- 
ommended by the manufacturer 
regardless of the incidence of 


PRESIDENTIAL GAVEL of the American Society 
of Hospital Pharmacists was passed during 
the organization's annual meeting from Leo 
F. Godley (left), Bronson Methodist Hospital, 
Kalamazoo, Mich., to the new president, Rob- 
ert C. Bogash, Lenox Hill Hospital, New York. 


staphylococcus infections, he con- 
cluded. 

Dr. Austin Smith, editor of the 
Journal of the American Medicai 
Association, said the rapidity with 
which new drugs are introduced 
and the eagerness of the popula- 


tion to try them are the reasons 


behind the need for rational drug 
therapy. 

“The role of the formulary 
should not be that of an economic 
aid, but an adjunct to an educa- 
tional program,” Dr. Smith said. 
The formulary should provide in- 
formation so that the user can 
form his own conclusion, he ex- 
plained. 

Surveys of need around hospi- 
tals and clinics are sorely needed, 
he said, but sensible watchfulness 
over drug therapy should be estab- 
lished, not rigid control. 

In outlining the growing re- 
sponsibilities of today’s hospital 
pharmacist, Grover C. Bowles, 
chief pharmacist of Baptist Me- 
morial Hospital, Memphis, Tenn., 
said hospital pharmacists must 
sift and investigate the claims of 
drug manufacturers and not simply 
accept them without question. 

Other expanding duties of the 
hospital pharmacist listed by Mr. 
Bowles included learning to pur- 
chase and store radioisotopes and 
helping to control medication er- 
rors through better labeling and 
storage. 


Members of the National Asso- 
ciation of Boards of Pharmacy, 
another organization meeting in 
conjunction with the National 
Pharmaceutical Association, heard 
their president contend that phar- 
macies in all hospitals and gov- 
ernmental institutions be com- 
pelled to comply with laws 
applicable to other pharmacies. 

Felix Blanc of Hartford, Conn., 
said such pharmacies “should be 
compelled to have qualified and 
licensed pharmacists in charge of 
and on duty in the pharmacy, and 
should be properly equipped and 
staffed to function as a pharmacy.” 

Mr. Blanc called upon state 
boards of pharmacy to bring this 
matter to the attention of state 
pharmaceutical boards and hospi- 
tal pharmacists, and to arrange 
conferences on the problem with 
hospital administrators and state 
hospital association leaders. 

“Equally important to consider 
is the manner in which drugs are 
handled in nursing homes and rest 
homes,” Mr. Blanc said. He said 
many states have laws governing 
the dispensing of drugs in these 
institutions but there is a great 
need for more competent super- 
vision in nursing homes and in 
small hospitals. 

Speaking on this same problem 
in a section meeting of the APhA, 
Dr. George Archambault of the 
U.S. Public Health Service said 
lack of supervision over hospital 
pharmacies is due in part to the 
confusion that exists over whether 
supervisory authority rests with 
state boards of pharmacy or state 
hospital licensing boards. This 
division of authority must be clari- 
fied through legislation, he said. 

“State supervision of hospital 
pharmacies must be carried out by 
individuals who know the differ- 
ence between good and bad hospi- 
tal pharmacy practice,” Dr. Arch- 
ambault said. 

He said once pharmacy board 
members and pharmacy leaders 
are familiar with minimum stand- 
ards for hospital pharmacies they 
can work with state hospital asso- 
ciations in controlling the dis- 
pensing of drugs in small hospitals 
and nursing homes. 

“There is a job ahead in legisla- 
tion and in education,” he said. 
“Pharmacists have a moral obliga- 
tion and pharmacy boards a legal 
obligation to see that hospitalized 
citizens are protected through ade- 
quate pharmacy service and are 
also protected from dangerous 
practices involving the dispensing 
of drugs.” 
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NOW-hospital instruments / 
microscopically clean V4 


IN MINUTES! 


Curtiss-Wright 
ULTRASONIC Cleaning Equipment 


Now you can take advantage of ultrasonics to speed instrument 


cleaning . . . save hundreds of vital manhours . . . thousands of 
dollars. 
For you, ultrasonics means cleaner surgical instruments . . . be- 


cause it dislodges dirt no eye can see, with sound which no ear 
can hear, and old-fashioned hand-cleaning methods can’t touch 
. instruments thoroughly cleaned in five minutes that used to 
take an hour or more. 
Ultrasonics, in industrial cleaning applications, has been proven 
the most effective cleaning method known. It is “miracle energy” 
— silent bubbles that dislodge and drive out dirt of every kind, yet 
cannot harm even the most delicate instruments. 


Curtiss-Wright Ultrasonic Cleaning pays for itself in a few months, 


Model W83-25H provides a complete ultrasonic 
cleaning system designed for production volume clean- INDUSTRIAL AND SCIENTIFIC DIVISION 


ing, immersion rinsing, spray rinsing, and compressed 
air drying of surgical instruments. 


Write for FREE fully descriptive literature. 
CORPORATION * PRINCETON, N. J. 


See it demonstrated, MIDDLE ATLANTIC HOSPITAL ASSEMBLY, Atlantic City May 21, 22, 23, BOOTH 724 
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DURING 1957 


Blue Cross Pays Record Sum To Hospitals 


A record $1,210,591,526 was paid to hospitals by Blue Cross for pa- 
tient care during the last year. Robert T. Evans, executive director, Blue 
Cross Plan for Hospital Care, Chicago, included this statistic in his re- 
port at the opening session of the annual conference of Blue Cross Plans. 
The conference was held in Chicago April 27-May 1. 


Mr. Evans, outgoing chairman 
of the Blue Cross Commission, 
said that more than two million 
new members enrolled in Blue 
Cross during 1957. Mr. Evans said 
that Blue Cross personnel must 
develop and sttengthen their areas 
of agreement because “only by 
working closely together in har- 
mony can we demonstrate the 
effectiveness of Blue Cross to 
those who depend on us.” 

Dr. Philip Bonnet, administra- 
tor of Massachusetts Memorial 
Hospitals, Boston, said that Blue 
Cross Plans should (1) build up 
their hospital-relations depart- 
ments, (2) utilize their fact-find- 
ing service to analyze hospital 
trends, and (3) team up with hos- 
pitals in presenting an effective 
program for obtaining greater un- 
derstanding from the public. 

In a discussion of the spread of 
rate hearings by state insurance 
commissioners, Donald McGon- 
ville, president of the Rochester 
(N.Y.) Blue Cross Plan, said that 
both Blue Cross Plans and hospital 
groups should follow carefully the 
guidance and counsel of groups 
who have been through similar 
hearings in other fields, such as 
public utilities. 

In an analysis of Blue Cross in 
Canada, Duncan Millican, 
president of Quebec Hospital 
Service Associated (Blue Cross), 
said that: 

1. British Columbia has no 
Blue Cross plan. 

2. Alberta has a Blue Cross 
plan that provides excess cover- 


age only. | 

3. Saskatchewan has no Blue 
Cross plan. 

4. In Manitoba, the Blue Cross 
plan will go out of business 
June 30. 

5. Ontario Blue Cross person- 
nel will be transferred June 30 to 
the new Hospital Care Commis- 
sion which will provide a com- 
prehensive ward contract and will 
service the Blue Cross plan which 
will provide only excess coverage. 

6. No action has been taken in 
Quebec as yet on a provincial 
hospital care program. 

7. The government of the four 
Maritime Provinces has adopted a 
plan whereby Blue Cross will sell 
services to the government in a 
program similar to the Medicare 
program in this country. In addi- 
tion, the Blue Cross Plan will pro- 
vide excess coverage. 

Charles Garside elected 
chairman of the commission suc- 
ceeding Robert T. Evans. Mr. Gar- 
side is chairman of the board and 
president, Associated Hospital 
Service of New York. 

Other newly-elected officers are: 
H. Charles Abbott, executive di- 
rector, Hospital Service of South- 
ern California, Los Angeles, vice 
chairman; Walter R. McBee, ex- 
ecutive director, Group Hospital 
Service, Inc., Dallas, treasurer. 

Elected to the executive com- 
mittee are: William S. McNary, 
executive vice president, Michigan 
Hospital Service, Detroit; Dr. Ken- 
neth B. Babcock, director, Joint 


Commission on Accreditation of 
Hospitals, Chicago. Newly-elected 
Commissioners are: William S. 
McNary; Ralph Hammersley Jr., 
Associated Hospital Service of 
Capital District, Albany, N.Y.; 
George T. Bell, executive vice 
president, Hospital Service Asso- 
ciations of Northeastern Pennsyl- 
vania, Wilkes-Barre; Joseph A. 
Monaghan, executive director, Al- 
berta Blue Cross Plan; H. F. Sin- 
gleton, executive director, Blue 
Cross-Blue Shield of Alabama, 
Birmingham. 

Rt. Rev. Msgr. Robert A. Maher, 
hospital director, Diocese of To- 
ledo, Ohio, was appointed a com- 
missioner representing the Ameri- 
can Hospital Association. He 
succeeds Rt. Rev. Msgr. John W. 
Barrett, director of hospitals, 
Archdiocese of Chicago. 


Blue Cross Registers 
Record Admission Rate 


Blue Cross’ hospital admission 
rate during January 1958 was 145 
inpatients per 1000 subscribers, 
the highest rate for the month 
since 1948 when the _ present 
method of accumulating data was 
adopted. 

Also, according to the latest 
Blue Cross Commission report, 
stays of hospitalized members 
during December 1957 averaged 
7.76 days. 


Mrs. Lawson Appointed 
to AHA Council 


Dr. Edwin L. Crosby, director 
of the American Hospital Associa- 
tion, has announced the appoint- 
ment of Mrs. Marjorie Lawson as 
assistant secretary of the AHA’s 
Council on Research and Educa- 
tion and as assistant chief of the 
Association’s Public Information 
and Education Division. Dr. 

(Continued on page 116) 


Seminars Bring Experience To Students 


Practice and theory are blended in a newly inaugu- 
rated evening seminar program at Emory (Ga.) 
University. The seminars, held semi-monthly, bring 
together students and hospital administrative per- 
sonnel in a series of panel discussions. 

A case study in a hospital administration problem 
is presented at each session with a guest serving as a 
“resource person.” Students and hospital staff mem- 
bers go over the cases in informal discussion. 

The program is sponsored by the Emory University 
School of Business Administration in its graduate 


hospital administration course. 


“Seeing how experienced executives think, and how 
they deal with practical problems in hospitals, can 
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STUDENTS and hospital administrators informally discuss a ‘case’ 
at the new twice-monthly seminar program at Emory University. 


help greatly in preparing the student to assume similar 
positions of responsibility,’’ Dean Gordon Siefkin of 
the business school said in discussing the purpose 
of the new program. 


HOSPITALS, J.A.H.A. 


“ 


Another 1958 
hospital campaign 
directed by Ketchum, Inc. 


TOPS GOAL 


Ory 
> 
=; 
+ 
=— 
= 
> 
= 
—— 
— = 
= — 
=. 
— — 
- 
= 
— 
= 
{ 
- 


Framingham Union nai Massachusetts 
Goal: $900,000 Pledged: $910,000 


Shaded area indicates two new floors added to hospital wing. Improvements will provide expanded 
maternity, nursery, surgical, pediatrics and emergency facilities and increase bed capacity by 25 percent. 


“Everybody who had anything to do with the cam- unteers how to take their appeal to the people and 


paign is high in their praise of the way (Ketchum, 
Inc.'s director ) and his staff have handled things,” 
writes Robert N. Wallis, President, Framingham 
Union Hospital, Framingham, Massachusetts. “You 


industry of the hospital’s 100,000 population service 
area. Experience gained from hundreds of similar 
campaigns enabled us to help the hospital Board 
arrive at the most effective, most efficient method 


may be sure that when we have occasion to under- 
take another drive of this sort, we will want 
Ketchum, Inc. to handle it for us.” 

Ketchum, Inc. did not raise the money. We 


showed the dedicated leaders and hundreds of vol- 


of organizing and presenting its case. 

If your hospital is planning a fund-raising cam- 
paign this year or next, write to Ketchum, Inc. now. 
We will be happy to discuss your problem with 
you. There is no obligation for early counsel. 


KETCHUM, INC. 


Direction of Fund-Raising Campaigns 
RO CHAMBER OF COMMERCE BUILDING 
PITTSBURGH PENNSYLVANIA 
500 FIFTH AVENUE, NEW YORK 36, N.Y. 
JOHNSTON BUILDING, CHARLOTTE 2, N.C. 
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your date 
with the future... 


AUGUST 18-21, 1958 
INTERNATIONAL AMPHITHEATRE 
CHICAGO, ILLINOIS 


60 years of dedication 


to the development 


4 Attend the 60th annual convention 


KEEP PACE WITH TRENDS 
IN THE HOSPITAL FIELD 
AT THE CONVENTION 

. FEATURING . . 
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General assemblies with nationally known speakers 
Instructional conferences 

Management symposiums 

Film sessions 

Concurrent sessions 

‘lt Worked For Us’ 

Trustee Day 
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MAKE YOUR HOTEL RESERVATION FOR THE 60TH ANNUAL 
CONVENTION OF THE AMERICAN HOSPITAL ASSOCIATION NOW 
WHILE YOUR CHOICE OF ACCOMMODATIONS IS AVAILABLE 


USE THIS HANDY BLANK > 


HOTEL RATES 


Current rates subject to change. 


ROOMS WITH PRIVATE BATH 


SINGLE DOUBLE TWIN SUITE 
FROM TO} FROM TO | FROM TO | FROM TO 

ALLERTON 

701 North Michigon 6.50 9.00 11.00 13.00 11.00 13.00/17.50 19.00 

BISMARCK | 

171 West Randolph 8.50 22.50) 12.50 23.00 15.50 23.00) 30.00 and up 
| 

CONGRESS | 

500 South Michigan 7.00 15.50 11.00 18.00) 12.00 19.50} 20.00 and up 

CONRAD HILTON 

720 South Michigan 7.00 17.00) 12.00 21.00, 13.00 21.00) 23.00 and up 

CROYDON | | 

616 North Rush 8.00 9.50) 10.00 11.50) 12.50 20.00 26.50 

EASTGATE | | 

162 East Ontario 7.00 10.00) 10.00 14.00. 11.00 15.00/ 22.00 and up 

HAMILTON | 

20 Seuth Dearborn 6.00 10.00 9.00 13.00) 11.00 15.00 none 

HARRISON | | 

65 East Harrison 8.00 10.00) 11.00 12.00 13.00 15.00 none 

KNICKERBOCKER | 

163 East Walton Ploce 8.80 13.00 10.00 18.00 10.00 18.00| 24.00 and up 

LA SALLE | | 

LaSalle & Madison 7.50 — 10.00 17.50| 14.00 20.00| 33.00 and up 

PALMER HOUSE | | | 

Monroe & State 8.50 18.00 15.50 22.00 16.50 24.00) 35.00 and up 

ST. CLAIR | | | 

162 East Ohio 6.50 13.00) none 10.00 18.00) 20.00 and up 

SHERATON-BLACKSTONE | 

636 South Michigan 8.50 17.00 13.50 21.00 13.50 21.00/ 25.00 and up 

SHORELAND | | | 

5454 Sovth Shore Drive 10.00 14.00 14.00 none 


HEADQUARTERS HOTELS 


American Hospital Association... Palmer House 


American College of Hospital Administrators Palmer House 
Palmer House 


LaSalle Hote! 


American Association of Hospital Consultants 


American Association for Hospital Planning 


American Association of Nurse Anesthetists Congress Hotel 


PLAN TO ATTEND THE MEETINGS OF THE 
REVIEW COMMITTEES OF THE HOUSE OF DELEGATES 
... SUNDAY, AUGUST 17 at 1 p.m. 
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MAIL TO: AHA HOUSING BUREAU 
SUITE 900 
134 NORTH LA SALLE STREET 
CHICAGO 2, ILLINOIS 


NOTE: YOU WILL RECEIVE CONFIRMATION 
DIRECTLY FROM HOTEL 


PLEASE TYPE OR PRINT ALL INFORMATION 


Please reserve the following (See left for hotel room rctes) 
FIRST CHOICE HOTEL 
SECOND CHOICE HOTEL 


THIRD CHOICE HOTEL 3 


SINGLE ROOM RATE: from to $ 
DOUBLE ROOM RATE: from $_ to $ 
TWIN ROOM [| RATE: from $ to $ 
SUITE [] RATE: from $_ to $ 

a.m. 
ARRIVING AT HOTEL: DATE HOUR 

p.m. 


LEAVING: DATE 


Rooms will be occupied by (List names of all occupants, 
hospital or company affiliation, city and state) 


SEND CONFIRMATION TO 


NAME 


HOSPITAL OR COMPANY 


STREET ADDRESS 


city STATE 


of the American Hospital Association 


IN CONJUNCTION WITH THE 
60TH ANNUAL CONVENTION, 
THE AMERICAN HOSPITAL 
ASSOCIATION WILL DEDICATE ITS 
NEW HEADQUARTERS BUILDING 
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You've seen the ugly, messy look- 
ing ones — written reminders taped 
on or near the patient’s bed — crude 
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Crosby said that Mrs. Lawson’s 
major responsibility will be the 
administration of the Association’s 
institute program. 

Mrs. Lawson was formerly a 
research associate with the Hos- 
pital Research and Educational 
Trust. 


Practical Nurses Hold 
Meeting on West Coast 


“Patients, after all, are people 
and they experience often in 
highly intensified form the same 
basic human needs as the rest of 
us,” said Robert P. Bullock, speak- 
ing at the 17th annual convention 
of the National Association for 
Practical Nurse Education, held 
April 14-18 in Coronado, Calif. 

Mr. Bullock, associate professor 
of sociology at Ohio State Uni- 
versity, said that many modern 
hospitals tend to “exhibit many of 
the pathologies of bureaucracy.” 

More than 1,000 leaders in the 
field of practical nursing partici- 
pated in the convention. Miss Fern 
A. Goulding, of Indianapolis, Ind., 
president of the Association, pre- 
sided at the convention. 


Iowa University Names Two 
To Administrative Program 


Leon I. Gintzig, Ph.D., and Wil- 
liam A. McLees, Ph.D., were ap- 
pointed assistant professors in the 
State University of Iowa’s grad- 
uate program in hospital adminis- 
tration. 

Mr. Gintzig was associated with 
Veterans Administration hospitals 
in Iowa, Illinois, and Kentucky in 
an educational and administrative 
capacity. He holds a doctor’s de- 
gree from the State University of 
Iowa. 

Mr. McLees is a graduate of the 
SIU program in hospital adminis- 
tration and recently received his 
doctor’s degree from that institu- 
tion. Since June 1954 he has 
served as administrative intern, 
administrative resident, and re- 
search associate at the State Uni- 
versity of Iowa Hospitals. 
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little has been done. I do believe, 
however, unless action is taken 
immediately in both of the above 
regards, the whole scheme of pre- 
paid medical care through the 
Blue Cross system will be irre- 
parably injured at the expens«: of 
millions of citizens of Pennsyl- 
vania resulting in severe personal 


and financial hardship and suffer- 
ing. 

Utilization of Blue Cross Benefits. A 
fact which we all must recognize 
is that wasteful and unnecessary 
use of Blue Cross benefits forces 
Blue Cross rates upward. Through- 
out these hearings few, if any wit- 
nesses denied that abuses exist in 
the utilization of Blue Cross bene- 
fits. The only question upon which 
there was disagreement is the ex- 
tent of the abuse. It is not neces- 
sary for the purpose of these ad- 
judications to determine _ the 
precise extent of abuse; the fact 
that it exists justifies remedial 
action. 

Dr. Samuel B. Haddon, former 
president of the Philadelphia 
County Medical Society, testified 
that in his opinion there is ap- 
proximately 14 per cent over- 
utilization of hospital facilities, and 
where there is Blue Cross and 
other insurance the percentage of 
utilization is more than double 
this amount. Dr. Haddon also 
testified that hospital manage- 
ment presses physicians to keep 
hospital beds filled. 

Clement W. Hunt, executive di- 
rector of the Capital Hospital 
Service testified in the Harrisburg 
hearings that in his opinion hos- 
pital stays can be reduced. Web- 
ster S. Kohlhass, superintendent 
of the Harrisburg Hospital, in the 
same hearing testified that it 
would appear that there is over- 
utilization of hospital services as 
indicated by the variance in the 
average length of stays in differ- 
ent hospitals for the same ill- 
nesses. This same witness indi- 
cated that in certain hospitals 
Blue Cross patients are hospital- 
ized for longer periods than are 
non-Blue Cross patients. 

No qualified witnesses appear- 
ing before the commissioner in 
the Pittsburgh hearings denied 
that abuses in the use of Blue 
Cross benefits exist. 

Testimony submitted in these 
hearings establish beyond any 
doubt that unnecessary utilization 
of hospital service can be sub- 
stantially reduced by proper action 
and cooperation of all interested 
parties, including the Blue Cross 
Plans, their subscribers, doctors, 
and hospital administrators. Any 
suggestion that we can’t do any- 
thing about it because we don’t 
know to what extent the abuses 
exist should be summarily re- 
jected. 

Testimony admitted into the 
record of the Philadelphia hear- 
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ings shows conclusively that hos- 
pital administrators and _ their 
medical staffs can substantially re- 
duce the abuse of hospital care. 
A perfect example is the accom- 
plishments made by the Sacred 
Heart Hospital of Allentown.* In 
the publication “Thermometer”, 
published by the Associated Hos- 
pital Service of Philadelphia, 
Seventh Year, No. Four, the story 
of the accomplishments of the 
Sacred Heart Hospital is told. At 
the time that the administrators 
and medical staff of the Sacred 
Heart Hospital attacked the prob- 
lem the backlog of admissions was 
so great that six weeks advance 
notice was needed for a patient to 
‘be admitted. According to this 
publication, the causes of the 
backlog were the slowness in dis- 
charging patients “largely because 
of prepaid insurance; treating pa- 
tients as inpatients who might 
readily be treated as outpatients; 
and delays in ordering ancillary 
facilities”, A committee on ad- 
missions, conduct and discharges 
was formed by Sacred Heart Hos- 
pital to work out and execute dis- 
ciplinary procedures and rules and 
regulations to correct abuses. Each 
morning for two months this com- 
mittee reviewed admissions made 
during the past twenty-four hours. 
To shorten the stay of patients 
simple regulations were adopted 
such as requiring that x-ray and 
laboratory tests be ordered before 
noon on the day of admission; re- 
quiring that consultation requests 
be answered immediately; and re- 
quiring that doctors authorize a 
patient’s discharge on the day be- 
fore he is to leave. By these and 
other rules, with the full coopera- 
tion of the medical staff and hos- 
pital administrators, the average 
patient-stay in Sacred Heart Hos- 
pital has been decreased by one- 
half day. Also, advance notice for 
admission of patients has been re- 
duced from six weeks to three 
days, and an average of 40 more 
patients are being admitted to the 
hospital each month without any 
new beds being added. 

If one hospital can institute such 
a plan with such outstanding suc- 
cess, it stands to reason that many 
more hospitals can do likewise. 
Throughout all of these hearings 
not another single case where such 
a comprehensive program was un- 
dertaken by hospital and staff 
came to the department's atten- 

*An article describing the approach 
used by Sacred Heart Hospital appeared 


in the Dec. 16, 1956 issue of Hosprrats. 
TAMA, 
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tion. The record in the Philadel- 
phia hearings, however, does show 
that one hospital administrator, 
by letter to his medical staff, urged 
more admissions. 

The record shows conclusively 
that the medical profession through 
their state and county societies 
have done practically nothing in 
the way of curbing abuses in the 
use of hospital care. Dr. Haddon 
during his tenure as president of 
the Philadelphia County Medical 
Society wrote at. length about 
abuses in the use of hospital serv- 
ice by Blue Cross subscribers, and 


testified at the hearings on the 
same subject, but was unable to 
point to a single case where the 
Philadelphia County Medical So- 
ciety took disciplinary action 
against a member for engaging in 
such an abuse. 

There can be no question that 
much can be accomplished by doc- 
tors through their professional 
societies towards eliminating 
abuses in the use of hospital care 
which is causing Blue Cross rates 
to steadily rise. Hospital admis- 
sions are generally controlled by 
doctors, and the length of stay of 
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each patient is controlled by his 
doctor. 

I do not intend by this discus- 
sion to withhold any proper credit 
that is due the Blue Cross Plans 
for actions which they have taken 
to control abuses. The record of 
the Philadelphia hearings shows 
that the Associated Hospital Serv- 
ice of Philadelphia has been long 
cognizant of this problem and has 
through pamphlets and seminars 
and by other means attempted to 
bring about improvements. 

Mr. Kohlhass, superintendent of 
the Harrisburg Hospital stated 
that he felt that a cooperative ef- 
fort by hospital administrators and 
doctors to reduce unnecessary hos- 
pital utilization would have the 
willing support of the majority 
of such persons and that he would 
expect success from such a pro- 
gram. 


Order of the insurance com- 
missioner on eliminating abuse 
of subscriber benefits 


As insurance commissioner of 
the Commonwealth of Pennsyl- 
vania, by virtue of the authority 
placed in me by section 4 of the 
Nonprofit Hospital Plan Act, to 
approve all rates of payments to 
hospitals made by Blue Cross cor- 
porations, and any and all con- 
tracts entered into by any such 
corporations with any hospital, I 
hereby prescribe that the three 
Blue Cross Plans which are the 
subject of these hearings take the 
following actions all for the pur- 
pose of eliminating or reducing 
unnecessary hospital utilization 
by Blue Cross subscribers. I fur- 
ther prescribe that each Blue Cross 
corporation submit to me quar- 
terly reports of actions taken and 
progress made pursuant to the 
following directives. It is further 
determined that no additional rate 
increases will be entertained or 
granted by me, as insurance com- 
missioner, unless the nonprofit 
hospital plan requesting such in- 
crease submits substantiating evi- 
dence that it has fulfilled all of 
the following directives in a satis- 
factory manner: 

1. The administrative officials 
of each Blue Cross Plan shall col- 
lectively or singly thoroughly re- 
view the program instituted at the 
Sacred Heart Hospital in Allen- 
town for reducing unnecessary 
hospital utilization and shall dis- 
seminate all information so ob- 
tained to each member hospital. 

2. Each Blue Cross Plan is here- 
by directed to notify each mem- 


ber hospital that the insurance 
commissioner will condition his 
approval of any hospital reim- 
bursement formula between Blue 
Cross and such hospital upon the 
actions of such hospital in inaugu- 
rating the beneficial features of 
the Allentown Hospital Plan into 
such hospital’s internal administra- 
tion. Any existing approval of a 
reimbursement contract with a 
member hospital will be subject 
to withdrawal where a member 
hospital fails to cooperate in this 
effort. 

3. Each Blue Cross Plan, sub- 
ject to these adjudications, is here- 
by directed to allocate as an item 
of administrative expense, to be 
defrayed from existing reserves, 
a sum of money sufficient to main- 
tain constant vigilance over the 
progress of hospitals in instituting 
reforms to eliminate abuses in the 
use of hospital care. 

4. From the item of expense so 
allocated, each Blue Cross Plan is 
directed individually. or collec- 
tively with other Blue Cross Plans 
within the Commonwealth of 
Pennsylvania to make further re- 
searches into methods and means 
of eliminating abuses in utiliza- 
tion of hospital care, which in- 
formation shall be disseminated as 
developed to all member hospitals. 
Recommendation No. 2 above is 
also applicable as to information 
disseminated to hospitals under 
this recommendation. 

5. Each Blue Cross Plan shall 
expressly request the assistance of 
the county medical societies for 
the counties served by such plans 
in resolving the abuses in hospital 
utilization. The item of expense al- 
located as aforesaid may be used 
in part for defraying any costs in- 
volved in cooperating with such 
societies in developing and car- 
rying out methods and plans to 
reduce abuses. Reports on _ the 
action taken under this recom- 
mendation and the progress at- 
tained thereunder shall be made 
to the insurance commissioner on 
a bi-monthly basis. This recom- 
mendation is directed at obtain- 
ing cooperation from the county 
medical societies, since such so- 
cieties have broad _ functional 
powers within the framework of 
organized medical societies, in- 
cluding disciplinary authority. 
Similar cooperation should never- 
theless be solicited from, and given 
to, the Medical Society of the 
State of Pennsylvania. 

6. The Blue Cross Plans are di- 
rected to explore the Blue Cross 


subscriber contracts prevailing in 
this or other states with a view of 
determining contract features that 
could be hereafter proposed which 
will tend to reduce unnecessary 
hospital utilization. 

7. It is further recommended 
that the Blue Cross Plans estab- 
lish a coordinating committee com- 
posed of members representing 
each plan, which will constantly 
study means and methogs of re- 
ducing unnecessary hospital utili- 
zation, and which will disseminate 
its findings to member hospitals on 
a current basis. 

8. Each plan is urged to take all 
other appropriate measures to 
bring about the lessening of un- 
necessary hospital utilization. 

Hospital Costs. Since approximately 
ninety-three cents out of every 
dollar received by the Blue Cross 
Plans from subscribers is paid 
over to hospitals to defray the 
costs of hospital care provided 
subscribers, any increase in hos- 
pital costs results in higher sub- 
scriber rates. Conversely, if Blue 
Cross subscriber rates are to re- 
main stable in the future, or if 
service benefits are to be increased 
without equivalent increases in 
rates, then methods must be found 
to prevent or to maintain at a 
minimum the spiraling increases in 
hospital costs. 

Testimony submitted at the 
three hearings showed that hospi- 
tal costs are increasing on an aver- 
age from 5 to 10 per cent each 
year. If hospital costs continue 
their upward spiral, the Blue Cross 
Plans will by, necessity, be apply- 
ing for one rate increase after an- 
other. This course of events would 
very soon place Blue Cross cover- 
age beyond the reach of the citi- 
zens of our Commonwealth who 
need it most, the retired, the aged 
and those in the lower income 
groups. 

Blue Cross executive and ad- 
ministrative personnel and Blue 
Cross boards of directors have 
either generally been unable or 
have felt powerless to take actions 
intended to bring about reforms 


in hospital administration that 
would result in economies of 
operation. 


The testimony submitted at the 
three hearings has convinced me 
that genuine economies can be 
made by hospitals in their opera- 
tion without lessening quality of 
service. I am further convinced 
that the hospitals of Pennsylvania, 
generally speaking, have done 
very little to bring about such 
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economies. In the Philadelphia 
hearings, Dr. C. Rufus Rorem, ex- 
ecutive director of the Hospital 
Council of Philadelphia, testified 
that more effective use of uniform 
accounting and statistics would 
enable hospitals to make a 5 
per cent savings in the cost of 
operation, which in the Philadel- 
phia area alone, would amount to 
$5 million a year. Dr. Rorem testi- 
fied, however, that in his opinion 
the hospitals in the Philadelphia 
area are approaching that savings 
through the maintenance of ade- 
quate records. 

On the basis of Dr. Rorem’s 
testimony, it is conceivable that 
the use of uniform accounting and 
statistics alone would save the hos- 
pitals of Pennsylvania literally 
million of dollars which is merely 
one factor in hospital administra- 
tion. 

The testimony at Pittsburgh of 
Robert M. Sigmond, executive di- 
rector of the Hospital Council of 
Western Pennsylvania, that hos- 
pitals served by his association 
had reached a high point of effici- 
ency and that any substantial 
economies could only be made by 
reducing the quality of service is 
not in agreement with the ex- 


pressed views of Dr. Rorem of 
Philadelphia. 

It should be pointed out that Mr. 
Sigmond’s expressed views are 
quite similar to those of Mr. John 
Worman, executive director of the 
Hospital Association of Pennsyl- 
vania, as stated in his testimony. 
In view of all the testimony in 
the hearings on this subject, I can- 
not accept the idea that there is 
no room for economies in‘ hospital 
administration, 

It is significant that, according 
to Mr. Worman, hospitals through- 
out Pennsylvania have done little 
to effectuate economies by joint 
purchasing. It is true, however, 
that according to the testimony of 
Mr. Sigmond, the Hospital Cotin- 
cil of Western Pennsylvania has 
accomplished some savings by 
joint purchasing, but the Hospital 
Council’s activities in this field are 
very limited. 

It was recognized in the hear- 
ings that hospital costs are, in cer- 
tain cases, higher by reason of 
the fact that hospitals bid against 
each other for the services of cer- 
tain technical personnel. It was 
further recognized that savings in 
hospital costs might be accom- 
plished by hospitals in the same 


geographical area sharing special- 
ized equipment, rather than each 


institution purchasing separate 
equipment. No evidence was sub- 
mitted in any of the hearings that 
hospitals have attempted to ob- 
tain lower costs in the purchase of 
pharmaceuticals and drugs through 
joint action or otherwise, even 
though it is generally recognized 
that the cost of these items alone 
constitute a substantial part of 
the overall cost of hospital care. 
It is my considered conclusion 
that the Blue Cross associations, in 
cooperation with individual hos- 
pitals and hospital associations, 
can initiate programs of action, 
which will bring about substantial 
economies in hospital operations. 


Order of the insurance 
commissioner on reduction 
of hospital costs 


As Insurance Commissioner of 
the Commonwealth of Pennsyl- 
vania, I hereby prescribe that the 
three Blue Cross Plans which are 
the subject of these hearings take 
the following actions, all for the 
purpose of bringing about econo- 
mies in the cost of hospital opera- 
tion, and thereby lessening the 
financial burden upon Blue Cross 
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subscribers. I further prescribe 
that each such Blue Cross Corpo- 
ration submit to me quarterly 
reports of actions taken and prog- 
ress made pursuant to the follow- 
ing directives. It is further deter- 
mined that no additional rate 
increases will be entertained or 
granted by me, as Insurance Com- 
missioner, unless the nonprofit 
hospital plan requesting such in- 
crease submits substantiating evi- 
dence that it has fulfilled all of 
the following directives in a satis- 
factory manner: 

1. Each Blue Cross Plan subject 
to these adjudications is hereby 
directed to allocate as an item of 
administrative expense to be de- 
frayed from existing reserves a 
sum of money sufficient to carry 
out all of the directives contained 
hereafter and to maintain con- 
stant vigilance with respect to 
actions taken and progress made 
pursuant to such directives. 

2. Each Blue Cross Plan sub- 
ject to these adjudications shall 
individually or collectively solicit 
the assistance and cooperation of 
the hospitals served by them, hos- 
pital councils, and other interested 
persons, in exploring all areas of 
hospital administration to deter- 
mine where economies can be 
made. 

3. The studies in hospital ad- 
ministration required by recom- 
mendation No. 2 shall encompass 
previous studies that have been 
made in the field by experts such 
as Dr. C. Rufus Rorem, cited above 
in this adjudication. The studies 
under Recommendation No. 2 
should consider among other things 
—(a) The adoption by all mem- 
ber hospitals of uniform account- 
ing methods and practices; (b) 
Utilization of joint purchasing 
practices, with special emphasis in 
the fields of drugs and pharma- 
ceuticals; (c) The sharing of spe- 
cialized equipment; (d) Stand- 
ardization among hospitals of those 
costs which hospitals can control; 
(e) More effective utilization of 
beds and diagnostic and treatment 
facilities; (f) More effective use 
of professional and institutional 
personnel; (g) Establishment out- 
side the in-patient department of 
rooming facilities for certain pa- 
tients requiring protracted stays. 

4. The Blue Cross Plans shall 
disseminate the results of their 
studies to each member hospital; 
and each Blue Cross Plan is here- 
by directed to notify each mem- 
ber hospital that the insurance 
commissioner will condition his 
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approval of any hospital reim- 
bursement formula between Blue 
Cross and such hospital upon the 
actions of such hospital in putting 
into effect the plans and methods 
recommended to it by Blue Cross. 
Any existing approval of a reim- 
bursement contract with a mem- 
ber hospital will be subject to 
withdrawal where a member hos- 
pital fails to cooperate in this ef- 
fort. 

5. No Blue Cross Plan subject 
to these adjudications shall nego- 
tiate any future hospital reim- 
bursement formula which by its 
terms, would prevent the sub- 


scribers of such Plan from receiv- 
ing in their Blue Cross rates the 
benefit of economies obtained by 
hospitals through more efficient 
operations. 

6. Where hospital reimburse- 
ment payments contain an amount 
for depreciation of capital assets 
or equipment, the hospitals receiv- 
ing such monies shall be requested 
to fund them by establishing 
proper reserves, so that these 
monies shall be used for the pur- 
poses for which they have been 


paid. 
7. Where, under any existing 
hospital reimbursement formula, 
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any of the three Blue Cross Plans 
subject to these adjudications are 


is composed of 27 members, of 
whom only 6 are representatives 


reimbursement contracts. I  be- 
lieve further that Blue Cross sub- 
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hs making payments to hospitals de- of the public and elected by the scribers should have fair repre- 
ay termined in part by hospital costs subscribers. The board of directors sentation on the board of directors 
o resulting from the maintenance of of the Capital Hospital Service of of the Blue Cross Plans and that 
- nursing schools, the carrying on Harrisburg is likewise composed such representatives should be 
—* of medical research, construction of persons, the greater majority elected by subscribers. 

=a of new plant, or defraying any of whom have hospital connec- It is directed that in all future 
% part of the cost of free care, such tions. Under the Harrisburg Plan, negotiations between Blue Cross 
a Blue Cross Plan shall, by negotia- the subscribers do not elect any and hospitals, negotiators for Blue 
a, tion with its member hospitals, board members. The board of di- Cross, in the majority, be persons 
a seek to eliminate from such pay- rectors of the Hospital Service As- who have no official connections 
2 ment any amounts resulting from sociation of Western Pennsylvania with hospital administration, and 
r the rendering of free care, and the is composed of 21 members, all but thus be free to represent solely the 
wa construction of new plant. Through 6 of whom have hospital con- interest of Blue Cross subscribers. 
A such negotiations, the Blue Cross nections as hospital administra- Blue Cross As A Community Program. 
*« Plan shall seek to adjust hospital tors, trustees, or staff doctors. The Legislature of Pennsylvania, 
= payments which include the cost The record of the hearings also by enacting the Non-Profit Hos- 
Bz of medical research and the cost shows that in recent negotiations pital Plan Act, under which the 
m of maintaining nursing schools to between Blue Cross and hospitals Blue Cross Plans are created, 
4 an amount commensurate with the on the question of hospital reim- established as the public policy of 
os services received by Blue Cross bursement, Blue Cross was repre- this Comomnwealth, the principle 
_ patients from such medical re- sented under all three plans by that the great individual financial 
a search and the operation of such committees composed of persons, burden for hospital care may be 
ae nursing schools. the majority of whom had some proportionately spread over the 
- Composition of Blue Cross Board of form of hospital connection. members of the whole community. 
it Directors. The record in each of the Contrary to the expressed views The foregoing public policy of 
ed hearings shows that the board of of certain hospital witnesses ap- this Commonwealth is seriously 
2 directors of the three Blue Cross pearing at the hearings, I believe jeopardized to the extent that 
. Plans preponderate with persons that there must be genuine bar- Blue Cross organizations tend to 
_ who have hospital associations or gaining and negotiating on an single out for higher rates aged 
me connections. For example, the arms-length basis between the persons and others who are most 
‘ board of directors of -Associated Blue Cross organizations and the likely to have the highest hospital 
Hospital Service of Philadelphia hospitals, in working out hospital bills. Testimony at the hearings 
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with standard 15” x 20” 
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laundering! These at- 
tractive, embossed, lin- 
en-like paper tray cove 
ers will add a distinctive 
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ice, while cutting laun- 
dry costs. Clean, sani- 
tary—save tray wear and 
protect against spills. 
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this May 16th issue of HOSPITALS 
contain important messages from 
73 advertisers. Each of these mes- 
sages is an invitation for you to 
write for further information. Some 
furnish a coupon, others a brief 
mention of a catalog or product 
description. 


To get the most out of this issue 
of the Journal, we encourage you 
to ask for further information from 
these reliable companies. Their 
help is yours for the asking. 
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have shown that because of com- 
petition from commercial insurers, 
the Blue Cross Plans have tended 
to adopt commercial practices by 
giving more attractive rates to 
selective, more healthy groups of 
subscribers while charging higher 
rates to the elderly, less healthy 
subscriber who are the least able 
to pay. 

If Blue Cross is to function as 
a community program, the in- 
creasing costs for providing hos- 
pital care to aged subscribers 
should be spread proportionately 
over all subscribers. This is sound 
for the reason that the young, 
healthy subscribers today, will be 
the elderly subscribers in the 
future. To the extent, then, that 
Blue Cross gives preferred rates 
to select groups without any ad- 
ditional payments by them to help 
bear a portion of the expense of 
the older subscribers, it is not 
fulfilling its community purpose. 

Evidence at the hearings estab- 
lished that Blue Cross Plans are 
finding themselves in competition 
with commercial insurers, which 
competition causes Blue Cross to 
establish rates for certain groups 
which will attract their business, 
even though there is no addition 
to the rate for the purpose of shar- 
ing the greater financial burden 
of the aged subscribers. This is 
particularly true in the field of 
employer groups composed gen- 
erally of healthy actively em- 
ployed persons. 

Fair competition from commer- 
cial insurance companies is proper, 
and where through fair competi- 
tion an insurance carrier can pro- 
vide more attractive coverage, 
Blue Cross should not jeopardize 
its community purposes in at- 
tempting to overcome such com- 
petition. Where, however, the 
competition from a commercial 
insurance company is not fair, it 
places the public policy of this 
Commonwealth, as contained in 
the Non-Profit Hospital Plan Act, 
in jeopardy. 

Allegations have been made that 
certain commercial insurers are 
offering in Pennsylvania, group 
accident and health insurance at 
such low rates that the insurance 
companies actually lose money on 
such insurance coverage but make 
up the loss on the life insurance 
sold to sueh groups. Such practices 
on.the part of commercial insurers, 
if true, could eventually destroy 
the Blue Cross system, by chan- 
neling-out of the Blue Cross sub- 
stantial numbers of the healthier 
subscribers while leaving in Blue 
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Cross the bulk of poorer risks, 
they being mainly the elderly 
citizens. 

Because of such dangers to Blue 
Cross from alleged unfair com- 
petition by commercial carriers, I 
recently requested of the attorney 
general of this commonwealth his 
opinion as to whether or not I, as 
Insurance Commissioner, have au- 
thority to approve or disapprove 
premium rates, pertaining to acci- 
dent and health insurance. The 
attorney general held that I have 
such authority. 

This authority shall hereafter be 


exercised by me to assure fair 
competition in rate making for 
accident and health insurance as 
between commercial insurers, and 
as between such insurers and Blue 
Cross nonprofit corporations. 

In order that the Blue Cross 
organizations shall fulfill the ob- 
jectives for which they were es- 
tablished, it is, in my opinion, 
necessary that rates for subscrib- 
ers hereafter be established on the 
basis of the community objective 
of Blue Cross. The greater finan- 
cial burden of providing hospital 
care to the aged subscribers should 
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NE’ PLANT 


Onan develops 
new low-cost 
standby plants 


Water-cooled units 
in 10 and 15 KW sizes 
meet rigid requirements 


A new series of water-cooled electric 
plants makes Onan reliability and ad- 
vantages available at significantly lower 
prices. The new units are powered by the 
same rugged, industrial-type engines used 
On more expensive plants. They have 
close inherent voltage regulation, operate 
on either gas or gasoline, and are equipped 
with all necessary controls and instru- 
ments, and high water temperature 
cut-off. Standard Onan accessories are 
available. 

The Onan revolving armature, all- 
climate generator is direct-connected and 
self-aligning. All standard voltages are 
available. Both sizes are offered unhoused 
or with handsome weatherproof steel 
housings. 


Write for specifications 


D.W. ONAN & SONS INC. 
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be distributed proportionately 
among all subscribers including 
the young and elderly. Where a 
Blue Cross organization accepts a 
group of relatively young and 
healthy subscribers, that group 
should bear its fair share of the 
greater financial burden of pro- 
viding hospital care to older citi- 
zens. This can be attained by a 
modest loading in the rate for 
such a group, the premium income 
from which would be used to off- 
set an adjustment in the rates 
charged the older and less healthy 
subscribers. 

Rec dation. The rates ap- 
proved in this filing contain 
adjustments to carry out the fore- 
going principles. It is my direction 
that the Blue Cross Plans forth- 
with study ways and means of dis- 
tributing the costs of hospital care 
fairly and proportionately over all 
subscribers, thus avoiding pro- 
hibitive rates for certain sub- 
scribers due solely to the fact that 
such subscribers are in an age 
group requiring them to have 
greater hospital care. 

Establishment of a Commission to 
Study Hospital Operatons. 

After a review of all the evi- 
dence contained in the records of 
the three hearings, it is my 
opinion, as insurance commis- 
sioner, that substantial accom- 
plishments could be made by the 
creation of a public commission to 
study the whole system of hospital 
operations in Pennsylvania with 
the view of proposing administra- 
tive changes in hospital manage- 
ment, and for the purpose of 
determining proper legislative ac- 


tion. 


This commission should be 
representative of the various ad- 
ministrative departments of the 
government of the Commonwealth 
which have statutory authority in 
the fields of hospital and medical 
care, which would include the De- 
partment of Health, the newly- 
created Department of Public 
Welfare, the Department of Labor 
and Industry, and the Insurance 
Department. On this commission 
should be persons representing 
Blue Cross and Blue Shield or- 
ganizations, as well as persons 
representing hospitals and _ the 
medical profession. Such a com- 
mittee should also contain repre- 
sentatives of labor organizations, 
and other organizations which re- 
flect the interest of the general 
public or segments thereof. 

This commission, in my opinion, 
should study the hospital system 


in the State of Pennsylvania in its 
entirety, with emphasis upon: 

1. The elimination of duplica- 
tion of hospital facilities. 

2. The organization or reorgani- 
zation of hospital facilities on an 
efficient basis. 

3. Facilities for the care of 
long-stay or convalescent patients. 

4. Studies into the clinic and 
out-patient method of caring for 
persons not requiring permanent 
hospital accommodations. 

5. Improvements in the internal 
operations of hospitals. 

6. Organization of hospital fa- 
cilities, and treatment methods to 
better care for aged patients at 
minimum costs, through establish- 
ment of: 

A. Nursing-care programs. 

B. Housing accommodations for 
such patients at or near hospital 
sites. 

7. A review of governmental 
subsidies to hospitals for free care. 

8. A study of hospital methods 
to bring about effective utilization 
of facilities, and to remove abuses 
in utilization. 

9. A study of hospital operation 
and methods, with a view of 
bringing about greater economies 
of operation. 

10. A study of charges made by 
hospitals for their services. 

11. A study into any and all 
other matters related to hospital 
operation. 

It is my intention to discuss with 
the attorney general and the 
governor at the earliest possible 
time, the implementation of this 
recommendation, and the ways 
and means to obtain funds to 
finance such a study. During this 
administration, Governor George 
M. Leader has repeatedly insisted 
that one of the most important 
problems before the citizens of this 
commonwealth, is the solution of 
the problem of providing our 
citizens with the best medical care 
at reasonable costs, costs which 
our citizens can afford to pay. This 
basic problem is critical in so far 
as our older citizens are concerned, 
and in so far as these persons who 
are on pensions are concerned. 
Likewise, the problem is critical 
as it applies to our citizens in the 
lower-income groups. 

Our object, through such a study 
should be to develop recommenda- 
tions to be carried out by hospital 
and medical authorities and by the 
legislature, which will give Penn- 
sylvania one of the nation’s best 
organized hospital systems. 

Applicability to other Blue Cross 
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Pians. While the other Blue Cross 
Plans operating in Pennsylvania 
are not parties to this adjudica- 
tion, they are requested never- 
theless to take all the action pre- 
scribed herein and authority is 
hereby granted to them to do so. 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


ARIZONA 
Parkview Hospital—Yuma. 
CONNECTICUT 


Commission on Tuberculosis and Other 
Chronic Illness—Hartford. 

Cedarcrest Hospital—-Newington. 

Uncas-on-Thames 

Laurel Heights helton. 

Seaside Hospital—Waterford. 


IDAHO 
West Shoshone General Hospital—Kellogg. 
KENTUCKY 


Grayson County War Memorial Hospital— 
Leitchfield. 


MISSOURI 
Baptist Memorial Hospital—Kansas City. 
OHIO 
Hawthornden State Hospital— Macedonia. 
TEXAS 


Permian General Hospital—Andrews. 
Garland Clinic and Hospital—Garland. 


WISCONSIN 
Trinity Memorial Hospital—-Cudahy. 
WYOMING 
Platte County Memorial Hospital—Wheat- 
land. 
CANADA 
ONTARIO 


Baycrest Hospital—Toronto. 
Hospital for Sick Children—Toronto. 


NEW PERSONAL MEMBERS 
Ansley, A. E.—bus. mgr.—J. Hillis Miller 


Health Gainesville, Fla. 


Bauman, NY Bernard F.—adm. res.— 


2750th USAF Hospital—Wright-Patterson 
Air Force Base—Dayton, hio. 

Beck, Marvin C.—chief engr.—Greater 
Bakersfield (Calif.) Memorial Hospital. 

Buttard, Peter -adm.— Parker Hill 
Medical Center-——Boston. 

Casassa, Ernest G.—adm.—Visalia (Calif.) 


Municipal Hospital. 
Coe, Lloyd W.—exec. dir.—Iowa Hospital 
Association—Des Moines. 
Dykes, Maj. Leroy C.—adm. dir.—head- 
uarters, Western Air Defense Force— 
amilton AFB, Calif. 

Erickson, Wilbert—main. engr.—Allegheny 
Valley Hospital—Tarentum, Pa. 

Galowitsch, ser. A. J.—diocesan dir. of 
hospitals—Bismarck, N. 

Gilbert, John C. Jr.—adm.- 
Memorial Hospital. 


Dak. 
Bristol (Tenn.) 


Hamil, Helen—asst. adm.—Mercy Hospital 
Miami, Fla. 

Harney, William T.—plant engr.- — Vin- 
cent’s Hospital—Worcester, Mass. 

Huffman, —adm.—Wadley “Hospital 
— Texarkana, Tex. 

Huhn, Richard D.—dir. of plant oper. 


Children’s Hospital of Pittsburgh 

Jones, Lyle main. engr.—Stillwater 
(Okla.) Municipal Hospital. 

Kass, Warner N.—adm.—Tallahatchie Gen- 
eral Hospital—Charleston, iss. 

Kirkel, Capt. Hubert P.—instr.—School of 
Medicine—-USAF—Gunter AFB, 

a. 
Knapp, Edgar I.—dir. of pub. 


rel.—Lan- 


caster (Pa.) General Hospital. 

Larsen, Ronald D.—adm.—Pasadena (Tex.) 
General Hospital. 

Lassila, Robert—chief main. mech.—St. 


Joseph's Hospital and Medical Center— 
Hancock, Mich. 
Lederman, Morton S.—adm. asst.—Chil- 
dren's Cancer Research Foundation— 


Boston. 

William A.—engr.—Ryburn Me- 
morial Hospital—Ottawa, Ill 

Maxam, Car —pureh. agt.—Marlette 


(Mich.) Communi y Hospital. 
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Michaels, Harold G.—adm. res.—Emory 
University (Ga.) Hospital. 
Miller, Cecil—chief engr.—Wichita General 


Hospital—Wichita Falls, Tex. 
Miller, Howard F.—chief engr.—Frank- 
ford Hospital—Philadelphia. 

Morrison, Maj. Leo —regstr. —3380th 
USAF ‘Hospital—Keesler A Miss. 
Olen, Roland —asst. adm.—Maumee 

Valle Hospital—Toledo, Ohio. 


very. heodore J.—chief asst. of med. 

adm.—Veterans Administration Hospital 
—Brockton, Mass. 

Riall, C. T.—trustee—Danbury 
Hospital. 

Rockwell, Frederick H.—supt. of bldg. and 
rds-——-Booth Memorial Hospital—Col- 
ege Point, N.Y 

Sammons, B. A.—purch. agt.—Winnipeg 

Manitoba, Canada) General Hospital. 

Santora, Rosemarie—purch. agt.—New Ro- 


(Conn.) 


chelle (N. A ) Hospital. 
Schara, wa August W.—asst. adm 
110 


Sister Amedee Marie, eM —St. Ig- 
natius Hospital—Colfax, Wash 


Sister Patricia Aidan—adm.—St. James 
Hospital—Newark, N.J. 

Smith, Arthur F.—statisticlan—Health and 
Welfare Division—Dominion Bureau of 
Statistics—Ottawa, Ont.—Canada. 

Solbach, Joseph A.—asst. engr.—St. Eliza- 
beth Hospital—Lafayette, Ind. 

Solis, Pedro A.—adm. asst._-Hospital Cen- 
tral del Empleado—Lima, Peru. 

Walker, Michael M.—student in hosp. adm. 
—University of Minnesota—Minneapolis. 

Whittaker, Lyman C.—adm.—Anne Arun- 
del General Hospital—Annapolis, Md. 


HOSPITAL AUXILIARIES 


 ~ Cruz (Calif.) County Hospital Aux- 

iliary. 

a (Ky.) Methodist Hospital Aux- 
iliary. 

St. Frances Cabrini Hospital Auxiliary— 
Alexandria, 

Massachusetts Mental Health Center Aux- 
iliary—Boston 

J. x. homas Hospital Auxiliary—Peabody, 

ass 
Women’s Auxiliary of Wesson Maternity 


GIVE YOU HOSPITAL CRISPNESS 
WITH “AT HOME” CHEERFULNESS! 


More people choose Bates than any other brand. Patients 


are people.. 


.8o isn’t it good sense for you to choose the 


bedspreads they like best? Crisp, colorful, cheerful Bates 
bedspreads. In sturdy ribbed cotton that washes, wears, 
looks good-as-new longer than ordinary bedspreads. 


BATES “RIPPLE CORD” 
Style 8848 


Sturdy corded cotton in White 
ribbed with Blue, Cedar, Gold, or Green. 
Also all White. Sizes 72 x 90, 

72 x 99,72 x 108. 


BATES “PIPING ROCK” 
Style 8709 


Rugged ribbed cotton in Yellow, Rose, 
Aquamarine, Mist, Mushroom, Moss Green, 
Carbon Grey. Also in White and deep 
tones. Sizes 72 x 110, 90 x 110. 


Call your nearest Bates distributor, or write: 


BATES FABRICS, INC., 


112 WEST 34TH STREET, NEW YORK 1, N. Y. 
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Samsonite 
brings the upholstered 
look to the world’s 
strongest steel chair 


New 
indestructible 


Steel Folding Chair 


Special Samsonite process 
bonds non-scuff vinyl to steel 
seat, for new elegance 
in any room! 


Now—Samsonite brings you a completely 
different folding chair! Watch your sur- 
roundings take on new beauty with 
Samsonite upholstered-look chairs. Guar- 
anteed by GOOD HOUSEKEEPING. In 

washable tan or grey monk’s cloth patterns. 


Tests prove: 


Samsonite Plasti- 
Shield is slash-proof ! 
Slash it! Knife blades 
are ineffectual against | 
PlastiShield’s surface. © 
Won't nick, cut or tear. 


Samsonite Plasti- 
Shield is wear-resist- 
ant! For all its luxury- 
fine texture, Plasti- 
Shield’s colorful surface 
is durable, stands up 
under years of wear. 


Samsonite Plasti- 
Shield is stain-proof! 
Why cry over spilled 
ink, nail polish, fruit 
stains? PlastiShield’s 
protective surface 
sponges clean. 

FOR FREE BOOKLET write today to: Shwayder Bros. 


Inc., Institutional Seating, Dept. HO-5, Detroit 29, Mich. 
Also Makers of Samsonite Classroom Furniture © 1958 
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Hospital—Springfield, Mass. 
Women’s Auxiliary of the Methodist Hos- 
pital—Memphis, Tenn. 
Galveston County Memorial Hospital—La 
Marque, Tex. 
Memorial Hospital Auxiliary—Sheboygan, 
is. 


Hospital association meetings 


(Continued from page 6) 


Oregon Association of Hospitals——Octo- 
ber 13-14; Gearhart (Gearhart Hotel) 

Hospital Association of Pennsylvania—- 
May 21-23; Atlantic City, N. J. 
(Convention Hall) 

Comite des Hopitaux du Quebec——June 
25-27; Montreal (Montreal Show 
Mart) 

Hospital Association of Rhode Island—— 
October 21; Providence (Sheraton- 
Biltmore Hotel) 

Saskatchewan Hospital Association —— 
October 15-17; Saskatoon  (Bess- 
borough Hotel) 

Washington Hospital Association——Oc- 
tober 15-16; Tacoma’ (Winthrop 
Hotel) 

West Virginia Hospital Association — 
October 16-18; Charleston (Daniel 
Boone Hotel) 


AHA INSTITUTES 
(THROUGH OCTOBER 1958) 


Nursing In-Service Program——May 26- 
29; Colorado Springs, Colo. (Antlers 
Hotel) 

Hospital Dental Service-——June 2-5; 
Chicago (Edgewater Beach Hotel) 
Dietary Department Administration —— 
June 2-6; New York City (Sheraton- 

McAlpin Hotel) 

Hospital Organization Planning Work- 
shop—June 4-6; Roanoke, Va. (Ho- 
tel Roanoke) 

Administrators’ Secretaries—June 9-!!; 
San Mateo, Calif. (Villa Hotel) 

Hospital Public Relations—June |6-19; 
Berkeley, Calif. (Claremont Hotel) 

Hospital Pharmacy——June |6-20; Phil- 
adelphia (Temple University) 

Directors of Hospital Volunteers—J une 
25-27; Kansas City, Mo. (Bellerive 
Hotel) 

Hospital Law—July 1-3; Denver (Cos- 
mopolitan Hotel) 

Hospital Purchasing—July |4-18; East 
Lansing, Mich. (Michigan State Uni- 
versity) 

Hospital Pharmacy—July 28-August |; 
Chicago (University of Chicago) 
Selected Areas in Dietary Department 
Administration —— September 8-12; 
Kansas City, Mo. (Bellerive Hotel) 
Disaster Planning —— September 15-17; 

Dallas, Tex. ‘Adolphus Hotel) 

Evening and Night Nursing Service Ad- 
ministration Institute—-September 22- 
25; Indianapolis (Sheraton-Lincoln 
Hotel) 

Operating Room Administration — Sep- 
tember 29-October 2; New York City 
(Sheraton-McAlpin Hotel) 

Medical Social Workers—September 29- 
October 3; Minneapolis (Hotel Radis- 
son) 

Directors of Hospital Volunteers——Oc- 
tober 1-3; Washington, D. C.. (Wil- 
lard Hotel) 

Safety — Insurance — October 6-8; 
Washington, D. C. (Shoreham Hotel) 

Workshop on Improving the Effectiveness 
of Supervision—October 6-10; Fort 
Worth, Tex. (Hilton Hotel) 


Accreditation problems 


(Continued from page 24) 


be a physician with knowledge, 
experience and capabilities to 
properly supervise and administer 
the department. The personnel of 
the physical therapy department 
should be qualified by experience 
and training to carry out the 
policies of the department. 

When physical therapy treat- 
ment is prescribed, the written 
order should be on the chart. 
After treatment is rendered, there 
should be a definite note or docu- 
mentation made as to what was 
done and any pertinent comments 
made, The two most prominent 
faults noted by our surveyors are: 

1. Use of improperly trained 
technicians as physical therapists. 

2. Improper ordering of treat- 
ments by physicians, such as ‘“‘to 
physical therapy for treatment”. 
No specific treatment is named 
and the physical therapist de- 
termines what is to be done to the 
patient. This latter constitutes the 
practice of medicine by an un- 
qualified individual. 


The economic status of 
the aged population 


(Continued from page 40) 


is the possible governmental regu- 
lation of both Blue Cross and 
private insurance so that unfair 
competition will not develop. As 
voluntary insurance continues to 
grow, it becomes more and more 
“affected with a public interest’ 
and, as in the case of public utili- 
ties, may face closer governmental 
regulation. 

With both hospital costs and 
hospital insurance premiums ris- 
ing, the question arises whether 
social insurance financing of part 
of the cost of hospital care is 
better protection in the long-run 
to hospitals and the consumers of 
hospital care than the alternatives 
of (1) government regulation, or 
(2) government subsidy for con- 
struction or maintenance, or (3) 
haphazard financing with deficits 
and continued controversy as to 
premium increases. 
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JOHN H. HAYES 


All those songs and poems about 
“the open road” must have been 
written before automobiles were 
invented. 


Poor timing: The fashion de- 
signers decreed “the relaxed look” 
in women’s clothes as we entered 
the recession. 

And a friend told me the differ- 
ence between a recession and a 
depression. A recession is when 
you lose your job. A depression is 
when I lose mine. 


A friend told me that, after he 
had concluded a speech to a large 


group of elderly ladies, one of 
them came to him and said, 
“That was a fine talk. I par- 
ticularly enjoyed hearing of your 
experiences. You ought to write 
the story of your life:’ He said, 
“Thanks. I have already written 
it. It will be published posthum- 
ously”. She said, 
“That’s nice. I hope it will be 
soon.” 
The fellows who kick most 
about taxes seem to be the ones 
who always say, “You don't fight 
City Hall.” 
If there were only some way 
to distinguish quickly between 
“reading matter’ and “not worth 
reading matter’’ we could save a 
lot of time. 
Maybe I shouldn't be the one 
to say that. 
2: 
We now pay about $8 billion 
interest on our $275 billion federal 
debt. 
A man in Pennsylvania has 
figured out that if we were to 


amortize this debt by 2000 A.D. 
it would take around $11.4 billion 
a year for interest and payment 
on principle. 

Not a bright picture, if you are 
looking for a reduction in income 
taxes. And any student of eco- 
nomics will tell you that this 
greatly affects hospital costs be- 
cause 70 per cent of such costs are 
for salaries. 

My four year old granddaughter 
cannot understand why, with all 
the things there are in my house, 
only one thing seems to belong 
to me—a tall clock in the hall. 


There are an awful lot of D.P’s 
in this country: Delinquent Par- 
ents. 

In the Beatitudes we learn that: 
“Blessed are the meek: for they 
shall inherit the earth.” 

The Russians are now awfully 
proud of themselves, and quite 
cocky. Maybe we have nothing to 
worry about. 


see the 


For a Handy Purchasing 
Reference 
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booth and to consult us about the expert services 


we offer in the field of fund-raising. 


LOOK 
for this sign- 


JOHN F. RICH COMPANY 


(3 PENN CENTER PHILADELPHIA 2, PA. 


At 


The Middle Atlantic Hospital Assembly 
Atlantic City, May 21, 22 and 23 


Part Il of August 1 issue @ We look forward to greeting old friends and mak- 


ing new ones. We cordially invite you to visit our 
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SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations, 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


POSITIONS WANTED 


MEDICAL RECORD LIBRARIAN: Regis- 
tered; Good experience in teaching 
hospital: familiar statistics, standard no- 
menclature. Prefer northeast. Address 
HOSPITALS, Box I-39. 


HOSPITAL CREDIT MANAGER: Desires 

see egg in hospital or clinic. Have credit, 
blic relations and office routine experi- 

ence. Address HOSPITALS, Box I-37. 


POSITIONS OPEN 


The new Warren Hospital, a 212 bed = 
eral hospital, located in Phillipsburg, 

Jersey, completion expected in the early 
summer of 1958, has the following openings 
for: MEDICAL RECORD LIBRARIAN: Reg- 
istration desired but not absolutely neces- 


WORKER, GENERAL DUTY NURSES: All 
shifts, must ae ae for New Jersey 
license, OPERATIN ROOM NURSES. Di- 
rect letter of 7 to: Administrator, 
Warren Hospital, Phillipsburg, New Jersey. 


INSTRUCTORS: Medical—Surgical—Ob- 
stetrical—operating room. Should have a 
B.S. degree in Nursing Education and a 
minimum of two years experience in two 
of the following positions: Instructor, As- 
sistant Instructor, Head Nurse. 366 
private general hospital with expansion 
program to be completed soon. 150 student 
School of Nursing with three year diploma 
course. Contact Personnel Department, 
Milwaukee Hospital, 2200 West Kilbourn 
Avenue, Milwaukee 3, Wisconsin. 


DIETITIANS: A.D.A. registered for posi- 
tions in Administration and Therapeutics. 
Salary commensurate with apeeseste. 218 
bed medical school eens. ospital. Re- 
sort center. Apply Robert C. Terrill, As- 
sistant Administrator, Mary Fletcher Hos- 
pital, Burlington, Vermont. 


DIRECTOR OF NURSES: With degree or 
five or more years experience, excellent 
starting salary. General duty and surgical 
nurses, immediate openings, minimum 
starting salary of $290 per month plus one 
meal per day. Paid vacation, sick leave, 
central \ Blue Cross, social security. For 
central West Virginia hospital, write HOS- 
TALS, Box I 


ASSISTANT MEDICAL RECORD LIBRAR- 

IAN: University town, 170 bed hospital, 
approved. Standard nomenclature. Salary 
open, commensurate with training and ex- 
perience. Apply Charles Becker, Jr., Ad- 
ministrator, Burnham City Hospital, Cham- 
paign, Illinois. 


ASSISTANT DIRECTOR, OCCUPATIONAL 
THERAPY — Modern tuberculosis hospital 
with affiliation program. Five day week, 
40-hour, paid vacations, 7 holidays, sick 
leave, social security. Excellent o portunity 
for progressive administrator. Resume to 
Director, Therapy, Emil 
Bissell Hospit 3000 Newport Gap Pike. 
Wilmington 8, Delaware. 


DIETITIAN: Opening in 400 bed hospital 
which is adding 120 bed rehabilitation init. 
Excellent opportunity in therapeutic or 
administrative work for A.D.A. registered 
eee Salary commensurate with train- 
g and ape erience. Liberal benefits. App] 
irector, Iowa Methodist Hospi- 
tal and Raymond Blank Memorial Hospital 
for Children, Des Moines, Iowa. 


LIBRARIAN: Registered or ual; full 
charge of department in 45 hospital, 
75 miles east of St. Louis, Mo. Salary 
Open. Apply Administrator, Salem Me- 
morial spital, Salem, Illinois 


NURSE ANESTHETIST RNA for 125 bed 
ae ital. 40 hour week. Salary open. Con- 

G. L. Crutchfield, Administrator, Oua- 
chita County Hospital, Camden, Arkansas. 
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NURSE ANESTHETIST: 
00 starting salary, plus call. rite, Na. 
ministrator, Grossmont bicepital. P.O. Box 
158, La Mesa, California. 


NURSE ANESTHETIST: 250 bed general 
hospital, residential area. Weekends off. 
Increase after 3 months. South Chicago 
Community hospital, 2320 East 93rd, Chi- 


cago, Illinois. 


REGISTERED MEDICAL RECORDS LI- 
BRARIAN: Need California license. 111 
bed accredited hospital. be! 
Administrator, Grossmont ospital, Oo. 
Box 158, La Mesa, California. 


GENERAL “ts NIGHT NURSE. Immedi- 
ate cae. = bed, modern, JCAH fully 
accredited hospital located in central Ari- 
zona in heart of Verde Valley. Elevation 
3500 ft., ideal year round climate within 
few minutes of beautiful Oak Creek Can- 
yon and 150 miles from Grand Canyon. 
Only 2 hours drive to Phoenix, a rapidly 
growing metropolis. 5 day 40 hour week; 
starting salary $280 with periodic increases; 

id vacation; sick leave; holidays. Blue 

ross available; Social Security. Apply to: 
Director of Nurses, Marcus J. Lawrence 
Memorial Hospital, P. O. Box 538, Cotton- 
wood, Arizona. 


ASSISTANT MEDICAL RECORD LI- 
BRARIAN: 650 bed general hospital. I.B.M.., 
Terminal Digit and Soundex Procedures. 
menage. for woman with initiative. 

our week. Social three weeks 
vacation and liberal sick leave policies. 
Apply Personnel Director, Harper Hospi- 
tal, Detroit 1, Michigan. 


MEDICAL DIRECTOR: Recently opera- 
tive modern 75 bed Tuberculosis Hospital 
located in Southeastern Ohio. Salary range 
$12,720 to $15,120. Attractive residence at 
reasonable cost. Eligible for Ohio license. 
Appl Director, hio Department of 
Health, Columbus, Ohio. 


ADMINISTRATOR WANTED: Qualified 
Administrator for 100 bed hospital in 
Northern Ontario. Apply, stating qualifi- 
cations, salary anne ected and previous ex- 
perience to Edna Nidlige, Secretary, Board 
of Directors, Lady Minto Hospital, Coch- 
rane, Ontario. 


LIBRARIAN, REGISTERED — MEDICAL 
RECORD. To assume charge of Record 
Room, 400-bed hospital. Excellent oppor- 
tunity. 40-hour week. Salary open. Address 
HOSPITALS, Box I-36. 


DIETITIAN—Administrative or Thera- 
paws. 442 bed general hospital. 40 or 44 
our week. A.D.A. Per- 
sonnel Director, Saint Luke's ospital, 
Denver 3, Colorado. 


DIETITIAN: A.D.A. or equal; full charge 
of department in 45 d hospital, 75 
a east of St. Louis, Mo. Salary open. 

ply Administrator, Salem Memorial 
tal, Salem, Illinois. 


ADMINISTRATOR OR OFFICE MANA- 
GER: small general hospital; Milwaukee 
area; only experienced considered; salary 
open. Prerequisites: accounting, credits, 
collections, personnel. Address HOSPI- 
TALS Box I-26. 


DIETITIAN ADA, 125 bed hospital. 40-hour 
week. Salary open. To replace retiring die- 
titian. Contact G. L. Crutchfield, Adminis- 
trator, Ouachita County Hospital, Camden, 
Arkansas. 


DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, Ill. 
Suite 1420—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person. 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Therapists, Pharmacists, Medical Record 
Librarians, Anesthetists, Public Relations 
Directors, Housekeepers, Bacteriologists, 
Biochemists, Medical Technologists, -Ra 
Technicians, Food Service Managers. All 
inquiries from applicants are kept strictly 
confidential. 


TISING 


OUR 62nd YEAR 


Nedial Rrsonnsl Baa 


N. WABASH AVE. 
CwHICAGOe i 
ANN WOODWARD Ditectolv 


Telephone RAndolph 6-5682 


ADMINISTRATORS: (a) Adm, 8-10 yrs 
exper, hsps 150-200 bds; $10-12,000; lovely 
twn, So-East. (b) Need one able to plan 
eventual expansion prog; now have R. 
as temporary Adm—she will remain as Dir 
of Nurs. Serv: hsp has 60 beds; $6-7,000; 
sml midwest twn. (c) Med dir; pref — 
peenery exper; 150 bed hsp; sal ope 

3 bdrm home provided, by priv lake, Pull 
maint. & housekeeping servs; S. (d) Adm, 
115 bd TB hsp; $6-8000; city 100,000, SW. (e) 
Dir 60 bd hsp & act as consultant in open- 
ing 4 add'l sm] hsps; will dir each hs 
they open; excel oppor achieve directshp— 
group of 10 hsps; reqs at least Nominee 
ACHA; So. Calif. (f) Adm or Asst Adm; 
yng man to _ in as Asst Adm, work into 
Adm; 200 bd JCAH hsp; suburb of lge east- 
ern city. (g) Asst Dir; req’s HA degree & 1 
yr — 230 bd fully apprvd hsp; univ 
city 2 000; W-Mtns. (h) Asst Adm; pref 
female; w/sevl yrs hsp exp & HA course; 
JCAH, fully apprvd Ped hsp, unit of univ 
hsp; city 800,000, MW. 


ADMINISTRATIVE POSTS: (1) To take 
chge of pone ofc; staff of 12; some 
hsp exper req'd; Bo, expanding to 500 beds, 
fully apprvd; $4- 500, increases; E. (j) Bus 
Mer; pref w/acctng deg; able reorgan bus 
ofc; advance to asst adm 1 yr, JCAH hsp, 
125 bds now expnd'g; twn 60,000; MW. (k) 
Clinic Mgr to replace one near’g retirement 
age; long estabd 20 man grp: own bidg: 
excl equip; fine policies; twn 25,000 servg 
wide area; NW Central. (1) Comptroller; 
newly created post; hsp authority controll- 
ing 175 bd hsp & 2 others, both new, 150 

S$ each; univ twn; substantial w/above 
average potential; recommended; MidWest. 


MARY A. JOHNSON ASSOCIATES 
AGENCY 


11 West 42 Street New York 36, N.Y. 
Mary A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


Our careful study of positions and appli- 
cants produces maximum efficiency in 
selection. Candidates know that their 
credentials are carefully evaluated to in- 
dividual situations, and only those who 
qualify are recommended. Our proven 
method shields both employer and appli- 
cant from needless interviews. We do not 
advertise specific prasene positions. Since 
t is our policy to make ogg effort to 
select the best candidate for the position 
and the best job for the candidates, we 
— to keep our listings strictly con- 
idential. 

We do have many interesting openings 
for Administrators, Physicians, Anesthe- 
tists, Directors of Nurses, Dietitians, Medi- 
cal Technicians, Therapists and other 
supervisory personnel. 


No registration fee 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 


Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an asso- 
ciate, or the institution reorganizing or 
augmenting its staff. Burneice Larson of- 
fers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
ortunities in all parts of America, includ- 
ng countries outside continental United 
States. Please note our of 
portunities in the first issue of each mon 

Write us please for further 


HOSPITALS, J.A.H.A. 


CLASSIFIED 
¥ 


‘NURSE ANESTH- | PHYSICAL THERAPIST—man or { adm as dir, or. ass 
tis X-RAY TECH. OR Graduation from approved school reguired ved | larger 
OMBINATION LAB -X-RAY TECH for new department located in Ba 
REC. LIBRARIAN. DIETITIAN. general hospital. Excellent nnel ADMINISTRATOR: BS., hosp adm; 

MBINATION ADMITTING CLERK- cies. Allen Memorial Hospital, Waterloo, hosp res; 4 yrs, adm ofc & asst adm, 

PR-SECRETARY. Top salaries outside | research. & hosp; 4 yrs, 180- 
ren's hosp; superior individual, 


I poli New ed Jan 
policies. New Hosp. open & Natl levels: middle ‘30's: Member 


Rocky Mtn. region, 25-min. drive 4 
mtn, scenery, fishin I. park. Address: 


not far from Natl. park. A 
ITALS, Box H-67. R: 2 yrs, h pharma- 
yrs, hosp 
2 yrs, adm, 


or 
ANESTHETIST, NURSE: For o f "emntnentiy suc- 


Row modem LOW COST CLASSIFIED ADVERTISING, it’s? Mem 


near Port Huron. Top salarie 


working conditions. Write past 6 yrs, adm, 
HOSPITALS , Journal of the American Hospital Association 


DIETITIANS: A.D.A. There 
ministrative. 230-bed full Help wanted, for sale, position wanted . . . -MINISTRATOR: B.A., 
Salary open. yrs relations, 
polleies. Housing available. « whatever you want to tell or sell to the hospital $25-bd hosp: see 

ox H-36. South; late 30's; 
field, you'll find HOSPITALS most effective. ? 
istered female rse wi 
as ERINTENDENT of a 48.- $™CThat’s because HOSPITALS is read twice a month ADMINISTRATOR: B.A. 
Tuberculosis Sanatorium ‘ (bus mgmty, completi 
Position is open August 1 by more hospital administrators than any “el hosp; prefers Mich; 
someone experienced in. 
work and have some know other hospital field journal. 
berculosis work. Address -- mi NISTRATOR: BS. 
Box H-37. . 4.8. (hosp adm) 2 yrs 
Rates: 30 cents per word; minimum charge cs of¢ & cred mer, 150" 
“sp res; currently, asst dir. 
EAL NURSING) credits» 24-90 per insertion. Deadline: 30 days preceding schl affil hosp; seeks asst- 
pertencs required. Salary range $3? ubli ation dat 30's: excel dati 
Personnel Office, Englewoor P c ate. ase if ACHA dons, ominee 
Eng! lewood, N.J, (b) . « Gegree 
PK us oud admin. experience. ASSISTANT ADMINISTRATO 
ASSISTANT pliis_ hoo,:tal. To $7000. (¢) a M.H.A.; 4 yrs adm offices. US 
2). Rotate 3-11:30 P.M., 11-7:30 Northwest 200-bed hospital. Have Director yrs, adm asst, state Hith pers: complet- 
tart $300 month plus ‘ada’l, diff. — of Nursing Education. Located in city of ing 2- yr adm res 100-bd tchg hosp; 
ply Personne! Office, Englewood, Hospi- 60.000. id) Director of Nursing Service. die 30's; single. 
Englewood, NJ. Middle West. Service and Education are 
two separate divisions. Bachelors degree ANESTHESIOLOGY: 2 yrs, dir, anes, 150- 
DIETITIAN wanted for 88-bed private required. 200-bed hospital; very progres- bd — & assoc dir, anes, 2 others: 
chiatric hospital near Cleveland, Ohio. sive nursing program. $6500. (e) irector fers, c iefship, one hosp, min 300 bas; 
Ee lete charge. Live in. Write Director, of Nursing Service. East. Degree not re- fee or percentage; late 30's. ; 
Windsor Hospital, Chagrin Falls, Ohio. = No teaching. 200-bed hospital near 
00 minimum to start. (f) Mid- COMPTROLLER: accountant . to 
AR@TETRICAT. SITPYRVTROR New mad. | dle West. Complete supervision of nursing | comptroller, 500-bd hosp; 2 yrs, 
(Clip and Mail) 
HOSPITALS, Journal of the American Hospital Association 
18 E. Division St., Chicago 10, Illinois 
Please schedule the following advertisement for the issue(s) of HOSPITALS 


(Date of Publication) 
under the following heading: 


For Sale Instruction Positions Wanted 
Positions Open Services Wanted 
[]) Check or Money Order Enclosed Signed 
Bill the Hospital 
Hospital 
Address 
City & State 
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THE PHYSIOLOGIC PLASMA ELECTROLYTE 


Provides ionic concentrations of sodium, chloride, calcium 
and magnesium precisely as found in human plasma... 
the potassium concentration is twice that of normal 
plasma and bicarbonate is also provided in twice its 
plasma concentration in the form of metabolizable pre- 
cursors, acetate and citrate. 


INDICATIONS: Uncomplicated medical, surgical, pediatric, 
orthopedic and urologic cases... to counteract dehydration 
... to expand volume of plasma and intracellular fluid with- 
out distorting ionic composition . .. to prevent postoperative 
potassium deficiency ... to restore normal plasma electrolyte 
values in infantile diarrhea . . . and in the management of 
metabolic acidosis. 


Because of the unique balance of its components, PLASMA- 
LYTE promotes normal fluid and electrolyte balances without 
inducing potassium toxicity, tetany or metabolic acidosis. 


HOW SUPPLIED: Bottles containing 500 ml. and 1000 ml. 
Where protein-sparing effect and increased caloric infusion 
are indicated, specify 

PLASMALYTE with Travert’ 10% 
Bottles containing 500 ml. and 1000 ml. 


BAXTER LABORATORIES, INC. 


Morton Grove, Illinois 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES © EVANSTON, ILLINOIS 
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